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Che Massachusetts Medical Suriety 


SECTION OF DERMATOLOGY AND SYPHILOLOGY 
Municipal Auditorium, Springfield, Monday, June 8, 1936 


RESIDING: 
Dr. Harvey P. Towle, Boston, Chairman. 
Dr. Rudolph Jacoby, Boston, Secretary. 


CHAIRMAN TOWLE: The meeting will please come 
to order. The first business to come before it is the 
report of the Nominating Committee and the Election 
of Officers. May we hear from Dr. Boardman, the 
Chairman of the Committee? 


Dr. BoaRDMAN: The Committee nominated as Chair- 
man Dr. C. Morton Smith, and as Secretary, Dr. 
J. Harper Blaisdell. 


THE CHAIRMAN: You have heard the report of the 
Committee. What is your pleasure? 


A MEMBER: I move that the report of the Com- 
mittee be accepted and that the Secretary cast one 
ballot for the Nomination and Election of Officers. 


(The Secretary cast a ballot electing Dr. C. Morton 
Smith, Chairman; and Dr. J. Harper Blaisdell, Sec- 
retary.) 


THE CHAIRMAN: Before I begin there is one 
thing I wish to say to you, and that is we will have 
a round table diseussion at luncheon at the Hotel 
Kimball following this session at approximately 
12.45 if there are enough present to have one. I 
wish the men here who expect to attend would 
kindly raise their right hands. 


(The Secretary recorded the members desiring to 
attend.) 


THE CHAIRMAN: The first paper on the program 
is by Dr. Francis M. Thurmon, of Boston, on “Bis- 
muth Ethyl Camphorate. Clinical Observations on a 
New Oil Soluble Bismuth in the Treatment of 
Syphilis.” 


BISMUTH ETHYL CAMPHORATE* 


Clinical Observations On A New Oil Soluble Bismuth 
In The Treatment of Syphilis 


BY FRANCIS M. THURMON, M.D.t+ 


F the eighty-odd bismuth preparations that 
may be offered to physicians for use in the 
treatment of syphilis, there are two main classi- 
fications, namely, the soluble and the insoluble 


groups. Of the soluble group there are two 
types: the aqueous solutions and those that are 
soluble in oil. It is with the latter, an oil sol- 
uble bismuth, that this paper deals. 


Clinical experience with the bismuth com- 
pounds points to the liposoluble preparations as 
being the best form of this metal for intramus- 
cular injection at seven-day intervals. This is 
because the oil soluble preparations possess an 
optimum rate of absorption and elimination and 
a superior ability to penetrate the tissues. On 
the basis of absorption and elimination alone 
the liposoluble preparations lie .somewhere_be- 
tween the extremely motile aqueous solutions 
and the less motile bismuth suspensions. 


*From the Department of Dermatology and Syphilology and 
the Division of Research of The Boston Dispensary. 

The Bismuth Ethyl Camphorate used in this study was fur- 
nished by The Upjohn Company, Kalamazoo, Michigan. 

Read at she Annual Meeting of the Massachusetts Medical 
Society, Section of Dermatology and Syphiloiogy, Springfield, 
June 8, 1936. 

*+Thurmon, Francis M.—Physician-in-Chief of the Clinic of 
Dermatology and Syphilology, the Boston Dispensary. For 
record and address of author see ‘‘This Week's Issue,”’ page 362. 


If a liposoluble bismuth possesses the prop- 
erties of stability, treponemicidal effectiveness, 
resistance building qualities, adequacy from the 
standpoint of serologic response, and manifests 
a low degree of toxicity when other drugs are 
not tolerated, then that bismuth should be given 
careful consideration. The following data rep- 
resent an eighteen months’ study of such a lipo- 
soluble compound. This study, then, is a clini- 
cal evaluation of a new bismuth synthetic, bis- 
muth ethyl camphorate, which was submitted 
for clinical testing in August, 1934. 

Bismuth ethyl camphorate is a new oil solu- 
ble salt of bismuth. It is a pure organic com- 
pound made by the interaction of ethyl sodium 
camphorate and bismuth nitrate. Upon analy- 
sis the bismuth content agrees with the theory 
required by the formula Cg. H57 O12 Bi (23.47 
per cent Bi). It melts at 57°C. and is soluble 
in oil and oil solvents. 

Acute toxicity experiments using albino rats 
show the drug to be tolerated intramuscularly 
in doses somewhat larger than 250 mg. of 
metallic bismuth per kilogram rat. All of 
the rats at the 250 mg. dosage survived, 
while those receiving 400 mg. per kil- 
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ogram did not survive. These results com- 
pare favorably with other oil soluble bismuths 
that have been described for use in the treat- 
ment of syphilis in man. 

As this drug had not heretofore been used in 
the human subject, the study was planned for a 
small group of patients who could be under 
careful clinical observation and on whom a com- 
prehensive laboratory study might be made. 
The preliminary period of observation showed 
that bismuth ethyl camphorate possessed special 
properties which appeared to justify a more ex- 
tensive study of the drug. Consequently the 
investigation has extended over the past eight- 
een months and includes 230 patients who have 
received 2,444 intramuscular injections. 


CLINICAL MATERIAL 


From a clinic with approximately 1800 syph- 
ilities under active treatment a series of 230 un- 
selected cases were treated without regard to 
the staze of the disease. They included nine- 
teen patients with primary; thirty-six with sec- 
ondary ; ninety-one with tertiary asymptomatic ; 
sixty-three with tertiary symptomatic; and 
twenty-one with congenital syphilis. There were 
146 males and eighty-four females. Fourteen 
were pregnant. Their ages ranged from four 
to seventy-three years. The decade containing 
the largest group was the thirty to forty year 
period (sixty-six patients), while seventy-four 
per cent of the entire group (171 cases) fell 
within the twenty to fifty year period. 

The tertiary symptomatic group contained 
sixty-three patients. The incidence and type of 
syphilis presented by this group were as fol- 
lows: skin and mucosal, six; bone, four; gumma 
of thyroid, nasopharynx, sternoclavicular artic- 
ulation, penis, one case of each; neurosyphilis, 
thirty-three (tabes, nineteen; paresis, five; tabo- 
paresis, two; meningeal, seven) ; cardiovascular: 
aortitis early, seven; aortitis with hypertension, 
seven; aortic insufficiency, eight; aortic aneu- 
rysm, four; syphilitic heart disease, six*; eye, 
twenty. 

There were twenty-one patients with congen- 
ital syphilis. Of these, two were pregnant; five 
had an old interstitial keratitis; one an acute 
interstitial keratitis; one an old chorioretinitis 
and gumma of the jaw; and one, a female, 
aged twenty-six years, had an aortic insufficien- 
cy and neurosyphilis. 

The primary, secondary and tertiary asymp- 
tomatic groups were of the usual run of pa- 
tients for each of these entities. 

During the course of treatment, routine oph- 
thalmoseopie and visual field examinations were 
made. Each patient had frequent chemical and 


*Of the six patients with syphilitic heart disease there was 
one instance of myocarditis with bundle branch block, three 
with cardiac decompensation, and two with cardiac hyper- 
trophy. 


microseopie studies of the urine. Occasional 
phenolsulphonphthalein excretion tests, and de- 
terminations of the nonprotein nitrogen and 
urea content of the blood, were carried out. 
Complete blood counts, icteric index and Fou- 
chet tests were made in numerous instances. In 
these tests no significant variations from the 
normal were observed which might be attrib- 
uted to bismuth ethyl camphorate. 


TECHNIC OF ADMINISTRATION 


Bismuth ethyl eamphorate is administered in 
1 ee. doses intramuscularly. The drug is a 
stable, clear, oily solution, each cubie centime- 
ter containing benzyl alcohol 0.02 gm., elemen- 
tal bismuth 0.04 gm., and camphor 0.10 gm., in 
sweet almond oil. The inner angle of the upper 
outer quadrant of the buttock is the preferred 
site of injection. Treatments are alternated 
between the two buttocks. 

The patients best tolerated the 1 ce. dose. 
Higher dosage of 1.5 ce. and 2 ce. was well tol- 
erated by some patients, while others mani- 
fested local pain, gingivitis, occasionally a mild 
dermatitis and seldom evidence of a transient 
renal irritation. 

Infants and young children permitted larger 
amounts in proportion to body weight than did 
adults. The ratio of a 10 mg. dose for infants 
up to twenty-five pounds seemed to be the op- 
timum amount for that weight. Heavier chil- 
dren easily permitted a 20 mg. to 30 mg. dose, 
while those beyond eighty pounds body weight 
were treated with the adult dosage, attention 
being given to the urine and gums. 

A course of heavy metal therapy in this 
clinie constitutes twelve injections. The fifty- 
five patients with primary and secondary syph- 
ilis received arsphenamine previous to the ad- 
ministration of bismuth ethyl camphorate, as 
there seemed to be no justification for starting 
them on bismuth. 

Clinie routine for treating early syphilis 
ealls for immediate administration of arsphen- 
amine, each patient receiving three injections a 
week for the first two weeks, two injections a 
week for the second two weeks, and one injec- 
tion a week for the succeeding two weeks, so 
that at the end of the first six weeks of treat- 
ment each patient has received twelve intra- 
venous injections of an arsenical preparation.* 
Then, without an intervening rest period, in- 
tramuscular therapy is instituted, and in these 
cases each patient received an injection of bis- 


*Arsphenamine therapy as applied here denotes the following: 
Clinic roucine calls for the use of arsphenamine in all cases 
whenever possible. The adult dose ranges from 90.2 gm. to 
9.4 gm., rarely going above the latter figure. Should untoward 
reactions to arsphenamine occur, then neoarsphenamine is 
employed, the dose being 0.3 gm. to 0.6 gm. Should untoward 
reactions to the latter occur, then silver arsphenamine becomes 
the drug of choice, the dose ranging from 0.1 gm. to 0.3 gm. 
Through the past ten months the drug mapharsen has_ been 
added to this routine, since it has been found that many 


patients will tolerate mapharsen when toxic reactions to the 
above arsenicals have occurred. 
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muth ethyl camphorate at seven-day intervals 
for a total of twelve injections. This is consid- 
ered to constitute one course of treatment. Re- 
gardless of the patient’s serologic reactions and 
provided the clinical progress has remained un- 
eventful, treatment is continued until two ad- 
ditional courses have been administered. With 
regular attendance this period of continuous 
medication covers the first sixty-six weeks of 
observation, during which time the patient has 
received thirty-six injections each of an ar- 
senical preparation and of bismuth, which in 
this instance was bismuth ethyl camphorate. 
These seventy-two injections are considered to 
be the minimum therapy any patient with pri- 
mary or secondary syphilis should receive. 


The remaining patients in this series (175) 
comprised the asymptomatic, congenital and 
tertiary symptomatic groups. Exclusive of neu- 
rosyphilis, they received bismuth ethyl cam- 
phorate in blocks of twelve injections alternat- 
ing with twelve injections of one of the ar- 
senical preparations, each treatment being ad- 
ministered at seven-day intervals. Patients 
with neurosyphilis were usually treated with 
tryparsamid, with an occasional substitution of 
metallotherapy and one of the arsphenamines 
as mixed treatment. 


The state of their physical condition, exclu- 
sive of sensitivity to bismuth, formed no con- 
traindication to the recommended dosage of 
lec. A few instances of recurrent syphilis with 
resistant lesions required intensive medication. 
In these instances bismuth ethyl camphorate 
was administered twice each week, an arsenical 
drug every third day, and mercury and potas- 
sium iodide by mouth, over periods of two to 
four weeks if necessary. This was accomplished 
without undue toxie effect and with a resulting 
involution of the recurrent lesions. 


Occasionally prolonged treatment with one 
drug was necessary because of sensitivity to 
other preparations. For this reason twenty-one 
patients received from fifteen to twenty con- 
secutive injections, and another group of fif- 
teen patients received from twenty to twenty- 
five injections respectively of bismuth ethyl 
camphorate without toxic effect. One patient, 
a male, aged twenty years, sensitive to all 
arsenicals, developed an acute interstitial kera- 
titis for which he received twenty-nine consec- 
utive injections of bismuth ethyl camphorate 
(40 mg. each) without toxie effect and with a 
clearing of the eye situation in six weeks. 

With respect to prolonged treatment using 
the same drug, it is believed that with bismuth 
ethyl camphorate as with all heavy metals and 
all arsenicals, it is not advisable to continue 
treatment with the same drug too long lest 
that drug lose its effectiveness. This is amply 
illustrated in clinie practice where serorelapses, 


recurrent mucocutaneous eruptions, and the 
development of tertiary lesions occur altogether 
too frequently where a single one of these prep- 
arations is used to the exclusion of all others. 

Bismuth ethyl camphorate has proved to be 
a valuable drug in the serofast or seroresistant 
group of cases, since many of these patients 
show negative blood tests after its use whereas 
previously for years the serology* had remained 
persistently positive. However, it is important 
to remember that continued mixed treatment is 
of the greatest value in order to hold the sero- 
logic ground gained, lest the change from pos- 
itive to negative be only temporary. This ob- 
servation applies to all forms of chemotherapy 
for syphilis. 


RESULTS 


Pregnancy.—There were fourteen cases of 
pregnancy which were distributed as follows: 
congenital, two; secondary, five; tertiary 
asymptomatic, five; and tertiary symptomatic, 
two. In each of these instances it was possible 
to administer treatment through the last five 
months of pregnancy. They received regular 
treatment at seven-day intervals up to term, 
starting with a twelve injection course of bis- 
muth ethyl camphorate which was followed by 
arsphenamine' intravenously. The bismuth 
ethyl camphorate was received without ill effect. 
Each patient produced a full-term child with 
no stigmata of congenital syphilis. Certain lab- 
oratory studies on the infants were completed 
within the first three months following birth. 
They revealed negative Hinton, Wassermann 
and Kahn reactions on the blood, and x-rays of 
the long bones were normal. Although this 
period of observation is too short to evaluate 
fully the effect of this treatment upon the off- 
spring of patients with syphilis, it may be said 
with certainty that there were no demonstrable 
toxie effects from the drug upon either the 
mother or fetus, and each of the pregnancies 
went to full term. 

Serology—tThe serologic results are sum- 
marized in table 1. The effect of bismuth ethyl 
camphorate in producing a serologic change is 
perhaps one of the strongest points for its use. 
Of the 180 patients on whom serologic data were 
available at the beginning and end of bismuth 
ethyl camphorate therapy, the Hinton, Wasser- 
mann and Kahn reactions remained negative in 
twenty-five instances throughout the period of 
observation. Not only does this new oil solu- 
ble preparation seem to hold the serologic 
ground gained by other methods of treatment, 
but in addition, with its routine use as out- 
lined, a serologic change was produced in fifty 
per cent of the remaining 155 cases. 

*The term serology as used in this paper denotes the routine 


use of the standard tests for the Hinton, Wassermann and Kahn 
reactions. 
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In the group of 180 patients on whom com- 
plete serologic data were obtained, the Hinton 
test was persistently negative in twenty-six, the 
Kahn in fifty-four and the Wassermann in 
ninety-four cases respectively. This, to say the 
least, is illustrative of the comparative degree 
of sensitivity of these three tests as performed 
in the laboratory of The Boston Dispensary. 


The reversal of positive and doubtful sero- 
logic reactions to negative is of considerable 
significance, especially as it relates to the Hin- 
ton reaction. It is the experience of this clinic 
that the Hinton reaction is more difficult to ren- 
der negative than either the Kahn or Wasser- 
mann. The degree with which this was accom- 
plished is illustrated in table 1. The changes 
from positive to negative were essentially the 
same in all three tests. 

The reversal of negative or doubtful serology 
to positive is also of some significance. The 
eleven instances where this occurred in this 
series are appended in table 2. They are 
strongly suggestive of a possible provocative 
use of the drug. 


Per Cases Per Cases Per 
Cent Cent 


Cent 


Cases 


Pos. to Neg. Pos. to Dbt. 
Cent 


Per Cases Per 


Wassermann 
A 
Cent 


Serologic Changes 


Cases 


EFFECT UPON VISIBLE LESIONS 


An evaluation of the effectiveness of bismuth 
ethyl camphorate in the treatment of early 
syphilis was necessarily incomplete because of 
the clinie policy of starting these patients on 
one of the arsphenamines. In only one in- 
stance was there an opportunity to observe, 
even partially, the effect of the drug in primary 
syphilis. In this case, following the second in- 
jection of the arsenical used, the patient expe- 
rienced a severe prolonged reaction character- 
ized by nausea, vomiting, anorexia, dermatitis, 
fever and jaundice. The penile lesion was of a 
deep ulcerative type that had barely begun to 
involute. Bismuth ethyl camphorate (40 mg. 
doses) was administered at three-day intervals. 
Within ten days the toxic manifestations had 
disappeared and at the end of fourteen days 
the healing of the ulcerative defect and involu- 
tion of the infiltrate was accomplished. Later 
an arsenical preparation again precipitated 
toxic reactions. 

There were four clinical relapses as shown by 
the recurrence of cutaneous or mucosal lesions, 
due either to irregular and insufficient treat- 
ment or occurring during bismuth salicylate 
therapy. These recurrent lesions involuted 
rapidly under bismuth ethyl camphorate ther- 
apy (40 mg. dose) at four-day intervals, and 
completely disappeared by the time of the 
fourth injection. 

An acute interstitial keratitis was brought 
under control following the sixth injection of 
bismuth ethyl camphorate when the recom- 
mended 40 mg. dose at seven-day intervals was 
used. 
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Cases Per Cases Per Cases Per 
*Additional data bearing on these serologic changes are appended in table 2. 
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The tertiary manifestations were usually 
those of a serious nature. Of the visible type 
sixteen patients with optic atrophy ranging 
from slight pallor of the nerve head to com- 
plete atrophy in one or both optic nerves were 
of interest. Often during treatment with the 
arsphenamines these patients rapidly lose their 
visual acuity and progress to complete blind- 
ness unless carefully controlled. We have yet 
to see this occur under intramuscular bismuth 
or mereury therapy alone. It did not occur in 
the sixteen cases cited here. Each patient toler- 
ated bismuth ethyl camphorate well. In eight of 
_ the sixteen where pallor of the optic nerve was 
slight there was no change noted in the visual 
fields, but there was measurable improvement 
in visual acuity. 

A single instance of papilledema due to syph- 
ilis was treated with bismuth ethyl camphorate. 


teresting problem case of bone and cutaneous 
manifestations. She entered with secondary 
syphilis. Nitritoid crises were experienced un- 
der arsphenamine, neoarsphenamine and _ bis- 
marsen. A toxic hepatitis with icterus was pre- 
cipitated by arsphenamine. Headaches, dizzi- 
ness and loss of consciousness followed bismuth 
salicylate on two occasions. A secondary 
mucocutaneous relapse occurred during mer- 
cury succinimide therapy, the rash involuting 
under small doses of silver arsphenamine. Yet 
no sooner had the recurrent lesions disap- 
peared when hydrarthrosis of both knees, osteo- 
myelitis of the right tibia, and ulcerative lesions 
of each leg developed. Potassium iodide pro- 
duced an iodide eruption. Twelve injections of 
bismuth ethyl camphorate (40 mg. to 60 mg. 
each) administered at three-day intervals were 
well tolerated. The edema, pain and redness of 


TABLE 2 


SEROLOGIC CHANGE FOLLOWING THE USE OF BISMUTH ETHYL CAMPHORATE 
IN ELEVEN PATIENTS WITH SYPHILIS 


Test Cases 


Serologic Change 


Type of Syphilis 


One 
One 
One 
One 
One 
One 
One 
One 
One 
One 
One 


Hinton 
Hinton 
Hinton 
Hinton 
Wassermann 
Wassermann 
Kahn 

Kahn 

Kahn 

Kahn 

Kahn 


Negative 
Negative 
Doubtful 
Doubtful 
Doubtful 
Negative 
Negative 
Doubtful 
Doubtful 
Negative 
Negative 


to 
to 
to 
to 
to 
to 


to Positive 
to Positive 
Positive 
Positive 
Positive 
Doubtful 
Positive 
Positive 
to Positive 
to Doubtful 
to Doubtful 


Tabes dorsalis and optic atrophy 
Recurrent secondary syphilis 
Paresis 

Asymptomatic syphilis 
Tabes dorsalis 

Aortitis 

Paresis 

Aortitis 

Charcot’s knees 

Congenital 

Asymptomatic syphilis 


This patient, a male, aged 36, had neurosyphilis. 
His vision was restored to normal through use 
of the new liposoluble bismuth administered at 


seven-day intervals. Later he proved to be in- 
tolerant to the arsphenamines. Nitritoid crises 
were caused by neoarsphenamine and arsphen- 
amine precipitated a toxic hepatitis with 
icterus. Bismuth ethyl camphorate was tol- 
erated very well. 

One patient, a female, aged 58, entered with 
an ulcerative lesion involving the thyroid gland. 
There was healing and scarring in some parts 
of the involved area while other portions 
showed destructive ulceration. The entire 
process seemed matted together and bound 
down into a single immovable unit. Portions 
of the thyroid gland were firm and _ hard. 
Biopsy was refused. The Hinton, Kahn and 
Wassermann reactions were repeatedly positive. 
Six injections of bismuth ethyl camphorate (40 
mg. each) at seven-day intervals produced 
practically complete involution of the lesion. 
The case could not be followed to completion, 
since, for social reasons, she was transferred to 
another clinic. Follow-up there indicated total 
healing of the area within the next few weeks. 

Patient A. R., a female, aged 43, was an in- 


the knees subsided, the cutaneous lesions healed, 
but the draining sinus of the osteomyelitis con- 
tinued to discharge. It was only after the 
patient received ten fever treatments in the 
Kettering Hypertherm consisting of 28 hours of 
fever between 105° and 106° and 6 hours be- 
tween 104° and 105°, that the osteomyelitis 
cleared. After the first three treatments there 
was distinct improvement in the bone lesion as 
evidenced by x-ray. Further examination 
after five treatments showed denser bone in the 
region of the lesion and after the complete 
series of treatments the bone condition re- 
mained cleared and the patient felt well and 
healthy again. 

Patient No. 350239, a female, aged 46, en- 
tered with ‘‘myocarditis’’ and a gumma of the 
right leg. Twenty-four consecutive injections 
(40 mg. each) of bismuth ethyl camphorate 
were administered at seven-day intervals. The 
gumma healed in four weeks. There were no 
toxic manifestations and the urine remained 
normal throughout treatment. 

Patient No. 153940, a male, aged 58, with 
tabes dorsalis developed a gumma of the left 
testicle while undergoing treatment with try- 
parsamid. Twelve injections of bismuth ethyl 
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camphorate were administered, and the gumma 
disappeared after the eighth injection. 

A twenty-two year old male with secondary 
syphilis developed an ulcerative scrotal lesion 
that resisted intensive arsenical and heavy metal 
therapy. The lesion cleared after six injections 
of the new liposoluble preparation. 

Patient No. 345848, a male, aged 28, had 
tertiary cutaneous syphilis with skin lesions 
over the trunk resembling dermatitis herpeti- 
formis and ulcerations on the legs. These 
areas cleared after the sixth treatment with the 
new drug. 

There were numerous instances of the types 
indicated above where visible lesions of syphilis 
were of concurrent appearance with more 
serious manifestations of the disease. The 
progressive manner in which the new oil solu- 


patients complained of local stiffness or sore- 
ness lasting from ten to twenty-four hours and 
rarely for more than forty-eight hours after in- 
jection. 
injections no further pain was _ noted. 
demonstrable local inflammatory changes and 
no 
injections. 


Usually after the initial two or three 
No 


abscess formation occurred in 2,444 


Systemic Reactions—The new drug has a 


low toxicity from the general systemic point of 
view. 
irritation such as casts and red blood cells were 
observed in only two instances.* 
a male, aged 28, with tabes dorsalis and optic 
atrophy showed the faintest possible trace of 
albumin and an occasional cast following the 
ninth injection of bismuth ethyl camphorate. 


Albuminuria or other evidence of rena! 


One patient, 


TOXICITY 


ble bismuth caused these lesions to disappear 
seemed to leave no question of doubt as to the 
therapeutic effectiveness of the drug. 


The toxie effects of bismuth ethyl campho- 
rate are summarized in table 3. They are com- 
pared with the untoward effects produced by 
bismuth salicylate, a standard insoluble bis- 
muth salt suspended in oil. The 180 patients 
of the bismuth salicylate series were regular 
clinie cases under routine treatment. The com- 
parison shows the liposoluble bismuth in a 
favorable light. 


TABLE 3 

Toxic Errects Notrep In Use oF BISMUTH ETHYL 
CAMPHORATE AND BISMUTH SALICYLATE IN TREAT- 
MENT OF SYPHILIS 


Signs Bismuth Bismuth 
and Ethyl Salicy- 
Symptoms Camphorate late 
230 180 
Cases Cases 
Local Pain 20 30 
Leg Pain i 1 
Generalized Aches and Pains 4 
Bitter Taste—Aching Gums 2 1 
Metallic Deposit in Gums 2 12 
Headache, Sore Throat 4 
Gastro-Intestinal* 1 5 
Nitritoid Crises; 1 1 
Dermatitist 2 
Jaundice 1 


*Nausea, vomiting, diarrhea, cramps. 


+Patient stated following the third and fourth injections of 
bismuth ethyl camphorate that chills and fever occurred. Bis- 
muth salicylate was tolerated very well. Following the fourth 
injection of bismuth salicylate, chills and fever occurred, later 
jaundice appeared and the liver was palpable. Bismuth ethyl 
camphorate was started while the liver was still palpable, 
jaundice visible, icteric index 20, and these signs cleared. 

tWith bismuth ethyl camphorate the dermatitis was a tran- 
sient erythematosquamous eruption of face and neck, while that 
caused by bismuth salicylate was a miliary folliculo-papular 
eruption of trunk and extremities. 


Local Irritation.—The local tissue reaction is 
generally mild. In only eight instances out of 
230 cases was it necessary to transfer the pa- 
tient to some other form of treatment for this 


camphorate. 


The other patient, a male, aged 52, with cardio- 

vascular syphilis and hypertension showed a 

few hyaline casts, an occasional red blood eell 

and a rare white blood cell but no albumin, fol- 

lowing the thirteenth injection of bismuth ethyl 

These changes were of temporary 

significance for in each instance the urine 

cleared within three weeks after discontinuing 

the heavy metal. In the remaining 228 

patients the urine (684 analyses) remained nor- 

mal throughout. 

In none of the patients was there evidence of 

liver damage, stomatitis or reactions suggesting 

anemia or aleukemia hemorrhagica. With ex- 

ception of two patients who showed a transient © 
conjunctival hyperemia there were no toxic 

ocular manifestations. Treatment in these two 

patients was continued. In all cases where 

dental hygiene was good there was no evidence 

of bismuth deposit at the gingival margins. 

An occasional patient would notice a taste of 

camphor shortly after treatment but this effect 

was transient, not an objectionable feature and 

lasted only a few moments. The single recorded 
instance of nitritoid crisis is of difficult evalua- 
tion. It is based entirely upon the patient’s 
statement, namely, that a few hours after the 
third and fourth injections of bismuth ethyl 
camphorate she had chills and fever which in- 
capacitated her for the remainder of the day of 
treatment. 

During the early period of the study when 
larger amounts (60 mg. to 80 mg.) than the 
recommended dose (40 mg.) were used, the 
drug did seem to possess potential possibilities 
of toxicity, that is to say, the untoward effects 
noted in table 3 were slightly magnified, yet in 
direct proportion to the larger dose the thera- 
peutic effectiveness seemed to be increased as 
was noted in serologic reversals and the rapid 
clearing of visible tertiary lesions. 


Lack of Toxicity —The best measure of a lack 


*Routine urinalyses were done at the beginning, middle and 
end of each course of twelve injections of bismuth ethyl cam- 
phorate, and at the beginning and end of each block of intra- 


cause. Approximately ten per cent of the 


venous therapy. 
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of toxicity is perhaps expressed by the great 
number of instances where bismuth ethyl cam- 
phorate could be used with comfort and safety 
when other preparations caused toxie or ill 
effects. There were sixteen instances where bis- 
muth salicylate was discontinued because of 
local or systemic reaction. Mereury  succini- 
mide caused folliculo-papular eruption or ab- 
dominal cramps and diarrhea in four cases. 
Lismarsen precipitated nitritoid crises in five of 
the patients. Jodo-bismuthate of quinine ac- 
centuated general aches and pains in two cases 
and had to be discontinued. In each of these 
instanees bismuth ethyl camphorate was well 
tolerated when the dose was kept within the 
recommended therapeutic range. 

In this connection patient, B.D. No. 340878, 
a female, aged 29, with secondary syphilis is 
interesting. Under arsphenamine she developed 
a dermatitis. Bismuth salicylate caused severe 
aching pains and edema in the hands and arms. 
Under mercury succinimide a hepatitis with 
icterus occurred. The liver was palpable three 
fingers below the costal margin and the gums 
were spongy, blue and showed a sanguineous 
ooze. <A terrific nitritoid reaction to sodium 
thiosulphate occurred. During this distressing 
period she was started on bismuth ethyl cam- 
phorate and tolerated it very well, receiving 


twelve doses without untoward effect, though 


she did complain of mild itching following the 
eighth injection. As there was no rash or der- 
mographia, treatment was continued with a 
resulting disappearance of the toxie and syph- 
ilitie manifestations. _ 

In the series of 230 patients many of them 
manifested toxic reactions of various types to 
the arsenical preparations. Of these untoward 
manifestations forty-nine patients experienced 
nitritoid crises to one or more of the arsphenam- 
ines including bismarsen. There were eleven 
instances of hepatitis with icterus, nine of der- 
matitis, and two of toxie ocular reactions in- 
cluding neuroretinitis.* During the acute stage 
of each of these toxic manifestations the offend- 
ing arsenical was withdrawn and treatment 
for syphilis was carried on with bismuth ethyl 
camphorate for a period of three to five months. 
The toxie manifestations disappeared and clin- 
ical progress continued uneventful under the 
new oil soluble preparation. In this respect 
bismuth ethyl camphorate is no different than 
other of the standard bismuth preparations. 


ABSORPTION AND ELIMINATION 


As this problem was a clinical evaluation of 
anew oil soluble bismuth no special studies were 
directed toward absorption and elimination. 
However, judging from the therapeutic effee- 

*Identical with that described by Skirball, J. J., and Thurmon, 


F. M.: Ocular reactions due to arsphenamine; report of 20 
Cases. Am. J. Syph. & Neurol. 19:197 (April) 1935. 


tiveness of the drug as measured by the clear- 
ing of visible cutaneous lesions of recurrent and 
late syphilis, serologie reversals, the relief of 
precordial and vague ‘‘rheumatic’’ tertiary 
pains, the restoration of a more forceful myo- 
eardium after cardiac failure and the occa- 
sional instance of bismuth deposit in the gin- 
gival margins or the taste of camphor following 
injection, it seems safe to assume that the drug 
was absorbed and therapeutically active. 

In a few cases where x-ray examination of 
the injected areas was done as recently as six 
weeks after the last injection of a series of 
twelve intramuscular treatments at seven-day 
intervals, the films showed no shadow of bis- 
muth retention. 


SUMMARY AND CONCLUSION 


Bismuth ethyl tamphorate, a new oil soluble 
bismuth, is described. The dose, technie of ad- 
ministration and results obtained in the treat- 
ment of 230 patients (2,444 injections) are pre- 
sented. The clinical material from which the 
data are derived consisted of fifty-five cases of 
early syphilis, twenty-one congenital, sixty- 
three with tertiary symptomatie and ninety- 
one in the latent or asymptomatic stage of the 
disease. There were fourteen cases of preg- 
nancy. 

Each cubic centimeter of bismuth ethyl cam- 
phorate contains 40 mg. of elemental bismuth. 
This amount constitutes the recommended dose 
which routinely is administered at seven-day in- 
tervals, but should intensive treatment be de- 
sired the intervals may be shortened to three 
days. 

The results as herein presented indicate that 
bismuth ethyl camphorate, despite its low bis- 
muth content, is an extremely valuable drug in 
the treatment of syphilis. It is a safe drug to 
use. Therapeutically, it is at least equal and 
in many respects ‘superior to other prepara- 
tions in the heavy metal series. 

Bismuth ethyl camphorate is an exceedingly 
valuable adjunct to the arsphenamines in the 
treatment of early syphilis. Used in doses 
within the therapeutic range, it is of very low 
toxicity. The number of serologic reversals, 
the rapid clearing of visible lesions and the 
ability of patients to tolerate the drug when 
other preparations are ill tolerated, bespeak its 
usefulness. 

Bismuth ethyl camphorate is well borne by 
children and in pregnancy. The absence of 
therapeutic shock and paradoxical effects in 
vital structures make it a valuable preparation 
in the treatment of cardiovaseular syphilis and 
in the toxie ocular, hepatic and cutaneous reac- 
tions. In neurosyphilis, so far as this small 
series goes, it is a valuable adjunct as mixed 
therapy for interrupting the continuous use of 
tryparsamid. 
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DISCUSSION 


Tue CHAIRMAN: This paper is now open to dis- 


cussion. 


Dr. Cuartes C. DennigE, Kansas City, Missouri: 
I have had no experience with this type of bis- 
muth which has just been reported, but I was ex- 
tremely interested in the results that have been 
secured, especially in some of the cases of relapses, 
and in relapses from other types of therapy. It 
has always been my opinion that any time where 
we have relapses either going into the treatment or 
shortly after the cessation of treatment, the patient 
voluntarily using the treatment, that the relapses 
have been due to a lack of response upon the part 
of the patient. In other words, it must go hand in 
hand with the active treatment, and we have been 
able to show by our experience that that is true. 


occur under active treatment, and we are enabled 


In the case of neuro relapses especially does that 


M YOLOGY is no longer a mysterious subject 

known only to few. It has been proved to 
be a part of medicine just as bacteriology, 
physiology, and so forth. Some knowledge of 
mycology is necessary for a better understand- 
ing of disease. 

In this paper an attempt will be made to dis- 
cuss the elements of mycology and its applica- 
tion not only to dermatology but to medicine in 
general. 

The subject of mycology to many conveys the 
idea that it applies to only one disease, namely 
‘‘athlete’s foot’’. The so-called athlete’s foot, 
which by the way is a misnomer, represents 
only one condition that can be caused by fungi. 

To make this paper more explicit an attempt 
will be made to divide it as follows: 
History 
Classification of fungi 
Diagnosis 
Allergy and fungi 
Hematogenous dissemination of 
matophytes 
Occupational dermatoses and fungi 
Fungi and internal medicine 
. Treatment 

Time and space will not permit giving a his- 
torical account of pathogenic fungi. Further- 
more, I do not believe it is necessary, since 
many papers on this subject have already been 
published. Reference can be made to Dr. 
Greenwood’s' excellent paper read before this 
section last year. 
appropriate. 

History.—The history of mycology dates back 
to the reign of Charles II when Hook, with a 
lens of his own making, carefully examined the 


*Read at the Annual Meeting of the Massachusetts Medical 
Society, Section of Dermatology and Syphilology, Spring4eld, 
June 8, 1936. 

+Swartz, J. H.—Assistant Dermatologist, Massachusetts Gen- 
eral Hospital. For record and address of author see ‘This 


the der- 


r 


Week’s Issue,’”’ page 362. 


THE ROLE OF FUNGI IN MEDICINE* 


BY J. H. SWARTZ, M.D.t 


However, a few remarks are. 


to cause disturbance of these lesions by stimulating 
motivity of the patient, and that may be dene in 
several ways. We have also noted then with ref- 
erence to lesions disappearing, as they do in a 
large majority of cases, that if those patients are 
left alone those lesions will make their appear- 
ance again, in fact sometimes more severely than 
they did originally. We have found that after a 
few days’ course of hyperpyrexia, or whatever you 
may have, that same type of treatment that was 
used without success before the introduction of 
hyperpyrexia responds rapidly, and so far as we 
know permanently. 


THE CHAIRMAN: Are there any others who wish 
to speak on this subject? If not we will pass to 
the next paper, which is “ ‘Mycoses.’ Fungus Dis- 
eases of the Skin and Internal Organs,” by Dr. J. H. 
Swartz, Massachusetts General Hospital, Boston. 


blight of the damask rose, and illustrated his 
findings. Up to the latter part of the eight- 
eenth century, progress was slow. The men of 
that time who made important investigations 
were Malpighi, Ray, Micheli, Linnaeus, Light- 
foot, Pelham, Butsch, Bulliard, and others. 

From 1800 progress has been much more 
rapid, but it was not until Ramak, in 1837, 
discovered the parasitic fungi in ringworm that 
particular attention was paid to the microfungi 
as possible factors in the causation of human 

One hundred and three years ago Schoenlein 
discovered that favus, at that time named por- 
rigo lupinosa, was caused by a fungus. For 
the first time the concept of exogenous parasi- 
tory genesis of human disease was elevated to 
clear reality from the realm of mystic specula- 
tions. From 1841 to 1844 Gruby described the 
etiologic agent of thrush, of favus (independ- 
ently of Schoenlein), of sycosis barbae, para- 
sitaria, and of trichophytosis. He differentiat- 
ed the various fungi, recognized their etiologic 
relationship with definite diseases and evalu- 
ated the importance of his discoveries for the 
genesis and therapy of contagious diseases. The 
full importance of this will be appreciated 
when one realizes that these dermatoses were at 
that time classed as manifestations of diabetic 
or hereditary diseases. In 1890, fifty-seven 
years later, Sabouraud applied the methods of 
Koch and Pasteur to the field of dermatomy- 
coses. He further attempted pure cultivation 
of mycologice species, recognition of their plu- 
rality and specificity and co-ordination of the 
specific relationship between the clinical pic- 
ture and the species of the fungi. Later Bloch 
and Jadassohn and their students developed the 
biologic phase of dermatomyecoses. This work 
is still being done today. More will be said 
about this phase in the discussion of allergy 


and fungi. 
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Classification of Fungi.—No attempt will be 
made to give a strict botanical classification ; 
jirst, because it is not practical for our pur- 
pose, secondly, because the classification is still 
chaotic, and thirdly because I am not a_ bota- 
nist. However, an attempt will be made to give 
a practical and useful classification with apolo- 
cies to the botanist for not adhering strictly to 
botanical rules. 


Fungi may be divided into two large divi- 
sions: 


I. Myxomyeetes (vegetative body under form 
of a multinucleated, naked plasmodium). 

II. Eumyeetes (vegetative body usually fila- 
mentous). 


The fungi pathogenic to man usually belong 
to Class II which may be further subdivided as 
follows: 


1. Phycomycetes. The pathogenic species 
reproduced by zygospores. The mycelium 
is multinucleate and often nonseptate. 


2. Basidiomycetes. Reproduction is by 
means of basidiospores. The mycelium is 
septate, and either binucleate or uninu- 
cleate. 


3. Ascomycetes. Reproduction by means of 
ascospores. The mycelium is_ septate 
when present and usually 2-5 nucleate in 
pathogenie species. 


4. Hyphomyeetes or fungi imperfecti. Re- 
production is by free-borne spores (co- 
nidia) that are never contained in an ascus. 
The mycelium is septate, and usually un- 
inucleate. Sexual reproduction absent or 
unknown (whence the name imperfecti). 


Most fungi pathogenic to man belong to either 
the ascomycetes or hyphomycetes which, from 
a clinical standpoint, can be further subdivided 
into 

a. yeasts and yeast-like organisms (endo- 

mycetales) 
(1) saccharomyeetes (true yeasts) 
(2) eryptococcus 
(3) monilia 
(4) endomycetes 
(5) eoccidioides 
b. Ringworm fungi (Gymnoasceae) 
(1) microsporon (Lanosum [animal] ) 
(Audouini [human] ) 
(2) achorion (Quinckeanum) 
(Schoenleini) 
(3) trichophyton 
ectotrichophyton, e.g., T. gypseum 
megatrichophyton T. rosaceum 
favotrichophyton T. ochraceum T. 
violaceum 


eutrichophyton 
neoendothrix T. cerebriform 
endothrix TT. crateriforme T. 
acuminatum 


(4) epidermophyton. 


The organisms which cause sporotrichosis 
and actinomycosis belong to the family of fungi 
imperfecti. 


Diagnosis.—The diagnosis of fungus infee- 
tion whether it be of the skin or any other organ 
is not simple. It must be remembered that the 
finding of a fungus, particularly a yeast-like 
organism, in the material examined does not al- 
Ways mean that the organism found is the 
causative agent of the pathology in question. 
One must bear in mind the fact that the organ- 
ism may be found either under normal condi- 
tions or as a secondary invader; for example, 
the finding of a yeast-like organism in the spu- 
tum, stools, or even on the skin. Before consid- 
ering it a pathogen in the case in question its 
pathogenicity by animal experimentation, and 
so forth, must be established. 


A diagnosis of fungus infection of the skin is 
made by (1) clinical findings, (2) direct micro- 
scopic examination and (3) by cultural studies. - 
It may be well at this point to discuss the 
method of direct microscopic examination of 
the skin. 

The most common procedure is to use a clear- 
ing agent such as potassium hydrate, xylol, 
chloral hydrate, or glycerine, to permit a micro- 
scopic examination of the skin seales. Of 
these, potassium hydrate is the most commonly 
used and is by far the most effective. How- 
ever, because of the artefacts such as erystals, 
fat globules, and the mosaic fungus, the exam- 
iner has to use an unusual degree of caution to 
avoid errors in interpretation of microscopic 
findings. The author therefore recommends 
the following technique of Swartz and Conant? 
which eliminates many of the artefacts. After 
the preliminary treatment of the scales with 
10 per cent potassium hydroxide, they are 
transferred to a watch crystal and washed with 
water. When the action of the potassium 
hydroxide is stopped, in two or three minutes, 
the bits of scales are gently heated in a drop 
of lactophenol cotton blue and a cover glass 
pressed on to the preparation. The clearing 
action of the potassium hydroxide is continued 
by the lactophenol and the epidermal cells re- 
ceive a light bluish stain while the granular 
protoplasmic content of the fungus is heavily 
stained. In the case of thick scales or nail 
material a 1 per cent solution of cotton blue in 
70 per cent alcohol is used, and the material is 
then mounted in clear lactophenol cotton blue. 
This method is valuable not only in the case of 
distinct well-defined fungus hyphae, differen- 
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tiating them better than potassium hydroxide 
alone, but it is especially advantageous in cases 
where yeast-like budding cells appear in prepa- 
rations. In such eases the use of potassium 
hydroxide alone requires the greatest of cau- 
tion, for many times fat globules also assume 
such forms and a positive diagnosis must be 
given with reservations. When, however, such 
preparations are stained with lactophenol cot- 
ton blue, after treatment with 10 per cent potas- 
sium hydroxide the scales are sufficiently 
cleared and the artefacts are not present while 
the stained budding yeast-like cells are easily 
recognized. 


Allergy and Fungi.—Under the topie of al- 
lergy and fungi we have to consider, (1) fung- 
ous infections of the skin and its appendages 
with a resulting eruption which does not show 
the presence of fungus on direct microscopic 
examination or on cultural studies. These erup- 
tions are termed ‘‘ides’’. They may vary in 
type and may be found on the extremities or 
elsewhere. For example, the lichenoid eruption 
that may occur with kerion. Fever and consti- 
tutional symptoms have been reported.* 

The first notice of generalized eruptions oc- 
‘curring ig connection with focal mycotic infec- 
tion was taken by Jadassohn, who, in the dis- 
cussion of Bloch’s paper on trichophytosis, de- 
scribed several cases of kerion, in which spiny 
lichenoid papules were scattered over the trunk. 
Since then numerous references on the subject 
have appeared in literature but time and space 
will permit only a brief mention. Particular 
reference is made to the excellent papers by Dr. 
Charles M. Williams. 

Numerous reports are found in the literature 
on the seratch and intradermal tests to tricho- 
phytin and oidiomycin but the interpretation 
varies. However, a good working rule based 
upon the various findings may be said to be as 
follows: <A positive scratch or intradermal 
test to trichophytin indicates either a present 
or past infection. One must remember that an 
infection in the past may still give a_ positive 
test although the present dermatologie condi- 
tion is not at all related to the test. A negative 
test, however, is of much greater importance, 
since it frequently rules out the possibilities of 
infection. In other words, the trichophytin test 
is quite comparable to the tuberculin test. 
Sulzberger and Lewis* by means of contact or 
patch tests with trichophytin demonstrated that 
products of fungi are capable of causing an 
eczematous eruption on a hypersensitive skin. 
Sulzberger and Kerr® also recorded a case of a 
man with tinea of the hands and feet who gave 
immediate marked urticarial, wheal reactions to 
intradermal trichophytin tests. With this pa- 


sitiveness to the skin of normal nonsensitive in- 
dividuals, thus demonstrating the presence in 
the blood of Prausnitz-Kiistner antibodies of 
specific reagins. Wise and Sulzberger* re- 
ported the case of a patient with dermatitis and 
occasional attacks of urticaria, asthma, and hay 
fever in whom an intradermal test with tri- 
chophytin produced an acute attack of hay 
fever and a generalized urticaria necessitating 
the administration of epinephrin for relief. 

(2) Sensitization to the fungi found in the 
dust (house and mattress). Storm van 
Leeuwen’ was the first to call attention to the 
importance of mold allergens in the causation 
of asthma. He attributed the climatic type of 
asthma so prevalent in Holland to products of 
the growth of molds, yeasts or bacteria which 
he termed ‘‘climate allergens or miasms’’. 
Storm van Leeuwen worked with six different 
molds, namely, Aspergillus flavus, Aspergillus 
fumigatus, Aspergillus nidulans, Aspergillus 
niger, Mucor, and Penicillium, and by testing 
his asthmatics intracutaneously with extracts 
of these molds, found about 50 per cent of them 
sensitive to mold allergens. Hansen,* in Ger- 
many found that 15 per cent of his asthmatic 
patients gave positive reactions to one or more 
of the following molds: Aspergillus fumigatus, 
Aspergillus niger, -Penicillium glaucum, and 
Aspergillus nidulans. He was able to repro- 
duce asthmatic attacks in a number of these 
patients with spores of the reacting molds. 

Hopkins, Benham, and Kesten® were the first 
in the United States to report a case of asthma 
due to a fungus (alternaria). The patient, in 
addition to being markedly sensitive to alter- 
naria, gave definitely positive skin reactions to 
several other skin molds, including Aspergillus 
nidulans culture from an eezematous lesion on 
his leg. In this connection it may be stated that 
some years previously Niethe,’° and Hilger- 
mann" had attributed certain cases of eczema 
to sensitization to common saprophytie molds 
which grew on the skin lesions. 

In a group of fifty-five patients with chronic 
asthma, the majority of whom had no other 
positive reactions and eighteen of whom reacted 
to dust, Flood** found five who reacted to fungi 
by intradermal testing. Balyeat et al.'* cultured 
the air in Oklahoma City and found only as- 
pergilli and penicillia. He tested 480 cases by 
the scratch and intradermal methods and found 
only four positive reactions. He therefore con- - 
cluded that molds are of rare importance in 
allergy. 

Jiminez-Diaz et al.’* made a mycological and 
clinical study in Spain and concluded that 
many of the true cases of climatic asthma there 
are coastal and due to the existence of abundant 
fungi in the air and in the household artieles. 


tient’s blood serum they were able passively to 
transfer the urticarial trichophytin hypersen- 


Bernton and Thom? report eight cases of vas- 
omotor rhinitis sensitive to fungi. 
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Feinberg’ in his criticism upon previous re- 
ports on the réle of fungus in respiratory al- 
lergy makes the following remarks: ‘‘The ma- 
jority of reports fail in one or more of the fol- 
lowing particulars. There is a tendency to 
cite only a case or two, emphasizing the rarity 
of mold allergy. In most instances there is no 
statement of the number of patients tested 
among whom the positive reactions were found. 
In practically none of the previous articles does 
the author adopt routine use of fungus aller- 
gens in his skin tests.”’ In his work, there- 
fore, he adopts routine tests with fungus ex- 
tracts on allergic patients and draws the fol- 
lowing conclusions: 

(1) Sensitization to fungi plays an impor- 
tant role, direct or complicating, in the causa- 
tion of asthma, hyperesthetic rhinitis, and hay 
fever. 

(2) Ina series of 243 patients with respira- 
tory allergy, sixty-eight (29 per cent) had 
positive cutaneous tests to one or more of the 
fungus extracts enumerated. 

(3) The majority of these fungi were the 
ordinary molds whose air-borne spores form a 
ready opportunity to cause inhalant allergy. 

(4) In a total of 590 patients, consisting 
chiefly of various forms of respiratory allergy 
in whom tests with yeasts were made, sixty-five 
(11 per cent) reacted. 

(5) Fungus sensitive patients are usually 
sensitive to house dust, but patients sensitive to 
the latter may or may not be sensitive to fungi. 

I would inelude in the above group some of 
the so-called atopic dermatitis cases which fre- 
quently: show the presence of respiratory 
allergy. 

Other writers on the subject of mold allergy 
include Cadham"™ reporting a case of asthma 
due to grain rusts; Bernton'*’ mentioning a case 
due to Aspergillus fumigatus; Cobe'® a case due 
to a tomato vine mold, Cladosporium fulvum; 
Credille,?? a case due to Aspergillus fumigatus; 
and Vaubel,”’ a case due to yeasts growing on 
plants. 

The role of fungi in dermatology has been 
well covered in numerous papers, and repetition 
is unnecessary. No new clinical varieties have 
been described since Dr. C. J. White’s deserip- 
tions in 1919 and 1927.** 

The biologic investigations have been well re- 
viewed by Dr. Arthur M. Greenwood in_ his 
paper on Fungus Diseases of the Skin.* 

An attempt will be made to discuss briefly 
the hematogenous spread of dermatophytes. 
The works of Sutter.** Bruusgaard,*?> Jessner,** 
Artz and Fuhs,?* Fried and Segal** and others 
prove that the spread of fungus infection can 
take place through the hematogenous and 
lvmph routes. Sutter was able to isolate the 
Trichophyton granulosum from the lvmph node 


of a patient with kerion and a lichenoid exan- 
them. Bruusgaard reports the case of a patient, 
aged sixty-eight, with a severe kerion of the 
beard of two months’ duration. The tempera- 
ture was 38 ¢., and he was prostrated and had 
pains in the joints and muscles. An injection 
of trichophyton gave a weak reaction. Within 
two days of admission he developed a general 
nodose eruption, the lesions varying in size from 
one-fourth to one inch. Miliary pus foci devel- 
oped on the surface of these lesions, and around 
the older lesions fresh papulopustules appeared. 
A fresh nodule barely twenty-four hours old 
was excised and microscopic examination showed 
bodies like spores, while culture produced a 
growth of Trichophyton qypseum, the same or- 
ganism as that recovered from the beard. 
There does not seem to be any reason to doubt 
that the infection was hematogenous in this 
case. Jessner obtained a positive blood culture 
of Trichophyton gypseum in a ease of tinea 
barbae. Arzt and Fuhs have obtained a growth 
of Microsporon audouini from the blood of a 
patient with a microsporon infection of the 
scalp. Fried and Segal state that Saeves re- 
produced for the first time cutaneous lesions in 
a guinea pig infected intracardially with 
Trichophyton gypseum and Achorion quinck- 
eanum, while Kogoj was able to reproduce cuta- 
neous dermatoses by injecting emulsions of 
spores of Achorion quinckeanum in the lumbar 
sac, the subarachnoid spaces, the testicles and 
the liver. Fried and Segal reproduced euta- 
neous lesions in the following manner. They 
used a culture of Trichophyton gypseum which 
was emulsified in salt solution and then filtered. 
The emulsion was introduced into the marginal 
vein of the ear of twenty-nine rabbits and: posi- 
tive results were obtained in eleven (38 per 
cent). The lesions in all animals appeared 
only in searified areas of the skin. They ex- 
plained the localization of the lesions as fol- 
lows: When introduced into the blood, tri- 
chophyton remains in the circulation for a cer- 
tain period. In instances in which the skin is in- 
tact, the normal wall of cutaneous capillaries 
serves probably as a barrier interfering with 
their ‘‘diapedesis’’ and, therefore with the ulti- 
mate formation of a skin lesicn. Shaving, sear- 
ification, or any other factor leading to local 
inflammation favors the migration of the para- 
site from the papillary capillaries into the skin. 


Occupational Dermatoses and Fungi—The 
question of the relationship of fungus infection 
to industrial disability is frequently a difficult 
one to answer. 

In general it is now held that a primary fun- 
gus infection is not compensable unless its 
source can be proved to be a contact in the in- 
dustrial plant concerned. Of the large number 
of industrial hazards, only a few are known to 
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be directly responsible for the causation of a 
dermatomyeosis. Instances where a fungus in- 
fection is superimposed upon an industrial der- 
matosis are more frequent. 


Fungi and Internal Medicine—When fungus 
diseases are referred to, one immediately thinks 
of the dermatomyecoses and is more or less un- 
aware of the possible damage these pathogenic 
fungi can do to the viscera. It is true that thus 
far most of the literature on pathogenic fungi 
has been written by dermatologists, notably 
Sabouraud, Jadassohn, Bloch, Castellani, Weid- 
man, Williams, and a good many others, yet 
one does find scattered reports of diseases of 
the various organs caused by fungi, particu- 
larly those in the yeast-like group. I shall at- 
tempt to give a brief summary. 


Meningitis Due to Fungi. About thirty-two 
cases of torula meningitis are thus far report- 
ed in literature. Two of these cases have been 
reported by Stoddard and Cutler®® in 1916. 
Blastomyeotie infections of the meninges have 
been recorded, notably by Badham,*® Swift and 
Bull,** Williams** of Australia, and Gaspar** 
in the United States. Hyslop, Neal, Kraus and 
Hillman*! described a case of sporotrichosis 
meningitis and cited about ten cases recorded 
in the Italian literature, with five others from 
miscellaneous sources. Cann and Hollis** re- 
cently reported a case of actinomycotic menin- 
gitis in a girl of nine years, and said that Her- 
bert had found reports of twenty-five other 
eases in the literature, but that they have not 
been proved culturally. Cases of moniliasis 
with meningeal involvement have also been re- 
ported. 

Bronchopulmonary moniliasis has been _ re- 
ported from practically all parts of the world. 
Castellani described this disease as early as 
1912.°° Numerous other papers have followed, 
but the number of reported cases in American 
literature is rather sparse.*? 

The monilia organism may be the primary 
etiologic agent, but it must be borne in mind 
that frequently this organism may be a sec- 
ondary invader in the air passages of individ- 
uals infected with some primary bacterial 
agent.°* °°. 4. 4 The finding of monilia in the 
sputum is not sufficient for a diagnosis of bron- 
chopulmonary moniliasis. This condition is 
usually caused either by direct contact or in- 
halation, or may result from the extension of 
oral or cutaneous lesions. 

Bronchopulmonary moniliasis has been di- 
vided into three clinical types.**: The elassi- 
fication is based chiefly on the severity of the 
infection. The mild type is associated with 
cough and mucopurulent sputum. Examina- 


rales. The clinical course frequently extends 
over a period of several months, at the end of 
which time these patients may recover sponta- 
neously or the case may go on to the severe 
type. The moderate type presents the picture 
of bronchial catarrh, fever, cough, paroxysmal 
dyspnea and anemia. In other words, the third 
type simulates tuberculosis a great deal. Ex- 
amination of the chest may reveal signs of pleu- 
ral thickening or consolidation. These cases are 
frequently fatal. 

Both acute and chronic types have been de- 
seribed.** In the former the onset is sudden 
and rapidly terminates fatally. The chronie 
type is usually slow in its onset and tends to 
follow a protracted course with frequent re- 
missions and exacerbations; lasting in some in- 
stances over a period of ten years.** 

A discussion on thrush and sprue is omitted 
since there is a good deal published on these 
subjects. 

Now for a bit of imagination; for after all, 
imagination has played a great part in scien- 
tifie discoveries. Therefore the one with imagi- 
nation and a partiality to mycology asks him- 
self the following questions: ‘‘How about 
bronchiectasis? May it not be due to a fungus, 
for it does seem to follow a course similar to dis- 
eases caused by fungi, i.e., its chronicity and its 
afebrile or low fever course. Has ulcerative 
colitis been eliminated from the class of dis- 
eases caused by fungi? How about so-called 
idiopathic splenomegaly?’’ We are aware of 
the involvement of the spleen in systemic¢ fun- 
gus diseases. 

Fungi have been blamed for practically ev- 
ery known disease, but the burden of proof is 
upon the reporter of these cases. Thus far too 
many reports of diseases due to fungi without 
substantiation have found their way into the 
literature. On the other hand, it is very im- 
portant to bear in mind the causal relationship 
of fungi to disease. 


Treatment.—I propose to mention the more 
important facts relative to the treatment of 
fungus diseases. Since these diseases are con- 
tagious and infectious, particularly the derma- 
tomycoses, it is advisable to mention prophy- 
laxis first. The patient must be warned against 
contact with leather or woolen objects of dress, 
toilet, and sport. Only boilable material should 
be worn next to the skin. In the case of tinea ° 
capitis the child should wear a boilable cap 
made of gauze or the top of a stocking under 
his outer cap. 

The following rules are to be observed in the 
prophylaxis of epidermophytosis.°° 


1. Never walk around on any floor in 
bare feet. Never wear anyone else’s 


tion of the chest in these cases is often negative, 
but it is not unusual to find a few scattered 


slippers or shoes. 
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2. Before removing slippers place a towel 
on the floor of the shower or wear 
rubber bathing slippers. 


Place a fresh bath mat or newspaper 
close by the tub or shower and stand 
on it when stepping out. 


4. Wash the feet at least once a day with 
soap and water. 


5. Dry the feet thoroughly, being care- 
ful not to leave any moisture between 
the toes, using a separate towel for 
the other parts of the body if there 
are any signs of infection such as 
maceration, itching, or burning. Pow- 
der the feet lightly, especially be- 
tween the toes, using any borated 
(unscented) taleum. 


Stockings : 
ings. 
wear woolen stockings. 

Shoes: 


ilize shoes as follows: 


per toweling in a solution of formalin. Fill 


the shoes and slippers completely with the 
Put the shoes in a box or paper 
bag, tie with a string and place in a closet for 
At the end of the twelve hours 


soaked paper. 


twelve hours. 
remove all the paper and place the shoes in 
the sunshine to air and dry for twenty-four 
hours. 


Bathroom and Shower Bath: As far as pos- 


sible these rooms should be in a sunny, well- 


ventilated location, and the floor should be kept 
scrupulously clean and free of unnecessary 


moisture. The floor of the shower should be ar- 
ranged so that the water is not allowed to re- 


main stagnant. The value of the antiseptic foot 


baths before and after entering the tub has not 
been proved to be most satisfactory. In fact, 
in some instances I believe it might prove to be 
a good breeding place for some fungi. 


In the ease of the swimming pool, one should 
use bathing shoes in going to and from the pool. 


One cannot emphasize too much the impor- 
tance of a thorough examination of applicants 
for admission to public gymnasiums, and so 
forth, and the exclusion of those showing the 
minutest evidence of the disease, because they 
can be carriers. 


The results of treatment of fungus infee- 
tions, particularly of the skin, are not as a 
whole therapeutic triumphs. The mere fact 
that there is such a multiplicity of drugs used is 
proof that none of them represent a real spe- 
cifie treatment. I feel that not until we attain 
a more complete knowledge of the _ specific 
fungus involved and its immunology will there 
be real therapeutic triumph in this stubborn 


Wear light cotton or silk stock- 
Change them at least once a day. Never 


Change shoes at least once a day. 
Never wear rubber soled shoes or sneakers. Ster- 
soak tissue paper or pa- 


and troublesome disease. Nevertheless, the fol- 
lowing suggestions are valuable. 

In systemic fungus infections, in broncho- 
mycosis, in dermatomycosis with an accom- 
panying allergic eruption (id) and in refrac- 
tory cases of dermatomycosis the use of ethyl 
iodide inhalations is advised (Swartz, Blum- 
gart, <Altschule*®:**). Favorable results have 
also been reported with the intravenous iodine 
therapy. Large doses of potassium iodide by 
mouth have also been recommended. My ex- 
perience has led me to believe that the best re- 
sults are obtained with ethyl iodide inhala- 
tions. However, this may be a case where the 
results are best in the hands of the originator. 

Variable reports are found in literature re- 
garding the value of trichophytin, but my ex- 
perience supports Dr. Greenwood’s contention 
that it has not been of definite value in the ma- 
jority of cases. It is possible, however, that the 
vaccine in greater dilution as suggested by 
Templeton** will give better results. For the 
past six months I have used at the Massachu- 
setts General Hospital a preparation known as 
Dermatomycol with rather encouraging results, 
particularly in onychomycosis. It is too early, 
however, to evaluate this form of therapy. Der- 
matomycol is a polyvalent vaccine prepared 
from equal parts of 300 strains of Trichophy- 
ton, Microsporum, Achorion, Endodermophyton 
and Epidermophyton. This preparation is 
rather highly recommended by the Brazilian 
dermatologists. 

Autogenous vaccines have been recently used 
and the results evaluated by Robinson and 
Grauer.*® Their report is quite optimistic. I 
believe that Wise’s*® suggestion is valuable. 
He states, ‘‘By pooling the findings on many 
patients, employing suitable controls and im- 
proved methods, dermatologists could clarify a 
nebulous terrain and conserve much work and 
time.’’ 


Local Treatment in Dermatomycosis.—1. The 
acute vesicular type (hands and feet). This 
type is best treated by soaks and wet dressings, 
either of saturated boric acid solution, potas- 
sium permanganate 1-1000 or weaker, or meta- 
phen 1-3000. In the ease of pustulation, the 
use of boric acid solution soaks followed by the 
application of the following ointment has proved 
valuable: 


R 
Mercurochrome crystals gr x 
Aquae m xx 
Acidi salicylici 3 ss 
Petrolati 35 ss 
Lanolini 5 ss 

m 

Caution: Do not use irritating prepara- 


tions as they are apt to set the condition on 


fire. 


2. The subacute and chronie type. These 
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types are best treated with a sulphur and salic- 
ylic ointment, six per cent strength or Whit- 
field’s ointment. One per cent thymol may be 
added to either of these ointments. The above- 
mentioned mercurochrome ointment has been 
used successfully in this type. 

In the hyperkeratotic type (particularly 
found on the plantar aspects) the use of either 
of the following ointments is recommended : 
R R 

Chrysarobini Iodine crystals gr x 

Acidi salicylici KI enough to dis- 

Sulphuris solve the iodine 

praecipitatis Acidi salicylici gr xv 

Petrolati Petrolati 35 ss 

Lanolini Lanolini 35 ss 


gr v-xv 
3 ss 


3 ss 
35 ss 
3 ss 


X-ray in the subacute and chronic eases is 
of distinct value when used in fractional doses, 
having in mind its limitations and dangers, but 
it 


should not be used in the acute types. 


REFERENCES 


. Greenwood, A. M.: Fungus diseases of skin. 
J. Med. 2122363 (Aug. 22) 1935. 

. Swartz, J. H., and Conant, N. F.: Direct microscopic ex- 
amination of the skin; a method for the determination 
of the presence of fungi. Arch. Dermat. & Syph. 33:291 
(Feb.) 1936. 

. Sutton'’s Diseases of the Skin. 
Cc. V. Mosby Company, 1936. 

. Pusey, W. A.: Principles and Practices of Dermatology. 
Fourth Edition. New York: D. Appleton and Company, 
p. 794, 1925. 

. Sulzberger, M. B., and Lewis, G. M.: Trichophytin hyper- 
sensitiveness demonstrated by contact tests; preliminary 
report. Arch. Dermat. & Syph. 22:410 (Sept.) 1930. 

. Sulzberger, M. B., and Kerr, P. S.: Trichophytin hypersen- 
sitiveness of urticarial type, with circulating antibodies 
and passive transference. J. Allergy 2:11 (Nov.) 1930. 

. Wise, F., and Sulzberger, M. B.: Urticaria and hay-fever 
due to trichophytin (Epidermophyton interdigitale). J. A. 
M. A. 95:1504 (Nov. 15) 1930. 

. van Leeuwen, W. S.: Bronchial asthma in relation to cli- 
mate. Proc. Roy. Soc. Med. (Sect. Therap. & Pharm.) 
17:19 (Aug.) 1924. 

. Hansen, K.: Uber Schimmelpilz—Asthma Verhandl., 
Med. Kong. 40:204, 1924. 

. Hopkins, J. G.; Benham, 
Asthma due to fungus; 
(Jan. 4) 1930. 

. Niethe, U.: Die Bedeutung der gewéhnlichen Schimmelpilze 
fiir die menschliche Haut. Arch. f. Dermat. u. Syph. 
1523358, 1926. 

. Hilgermann-Saarbriicken: 
chronischen Hautekzeme. 
702 (June) 1921. 

2. Flood, C. A.: Observations on sensitivity to dust fungi in 
patients with asthma. J. A. M. A. 96:2094 (June 20) 
1931. 

. Balyeat, R. M.; Stemen, T. R., and Taft, C. E.: Compara- 
tive pollen, mold, butterfly and moth emanation content 
of air. J. Allergy 3:227 (March) 1932. 

. Jiminez-Diaz, C.; S&nchez Cuenca, B., and Puig, J.: 
matic asthma. J. Allergy 3:396 (May) 1932. 

. Bernton, H_ S., and Thom, C.: Importance of molds as 
allergic excitants in some cases of vasomotor rhinitis. 
J. Allergy 4:114 (Jan.) 1933. 

. Feinberg, S. M.:, Mold allergy; its importance in asthma 
and hay fever. Wisconsin M. J. 34:254 (April) 1935. 

. Cadham, F. T.: Asthma due to grain rusts. J. A. M. A. 
83:27 (July 5) 1924. 

. Bernton, H. S.: Asthma due to mold—Aspergillus fumi- 
gatus. J. A. M. A. 95:189 (July 19) 1930. 

. Cobe, H. M.: Asthma due to a mold, hypersensitivity. due 
to Cladosporium fulvum, Cooke, case report. J. Allergy 
3:389 (May) 1932. 

. Credille, B. A.: Report of case of bronchial asthma due 
to moulds. J. Michigan M. Soc. 3:167 (March) 1933. 

21. Vaubel, W.: Heufieber und Heferwirkung. Miinchen. med. 
Wehnschr. 80:1586 (Oct. 13) 1933. 

. White, C. J.: The question of epidermophyton infection; 
a problem in dermatological diagnosis, based on the study 
of one hundred and ninety-two private cases. J. Cutan. 
Dis. 373501 (Aug.) 1919. 

3. White, C. J.: Fungus diseases of the skin; clinical aspects 
and treatment. Arch. Dermat. & Syph. 15:387 (April) 
1927. 

. Sutter, E.: Zur Kenntnis der Pathogenese der Trichophytide. 
Arch. f. Dermat. u. Syph. 1273735, 1919. 

. Bruusgaard, E.: Haematogenous infection 
Acta derm.-venereol 3221, 1922. 

. Jessner, M.: Zur Pathogenese der Trichophytide. 
Dermat. u. Syph. 136:416, 1921. 


New Eng. 


Sixth Edition. St. Louis: 


Finn 


A. 94:6 


and Kesten, 
A. M. 


Alternaria. J. 


Die Therapie und Aetiologie der 
Miinchen. med. Wehnschr. 68: 


Cli- 


in trichophytia. 


Arch. f. 


27. Arst, L., 
exantheme bei 
143252, 1923. 

28. Fried, S. M., and Segal, M. B.: 
tion of dermatomycoses. Arch. Dermat. & 
(Jan.) 1929. 

. Stoddard and Cutler: Torula Infection in Man. 
Rockefeller Institute. Monograph No. 16. 

. Badham, C.: Preliminary report on the causal organisin 
ef blastomycotic meningitis in Australia. M. Aus- 
tralia 23385 (Sept. 30) 1922. 

. Swift, H., and Bull, L. B.: Notes on a case of systemic 
blastomycosis: blastomycotic cerebro-spinal meningitis. 
M. J. Australia 2:265, 1917. 

2. Williams, J. R.: Systemic blastomycosis. 
2:185 (Aug. 12) 1922. 

3. Gaspar, I.: Blastomycotic meningo-encephalitis. 
Neurol. & Psychiat. 223475, 1929. 

Hyslop, G. H.; Neal, J. B.; Kraus, W. M., 
and Hillman, O.: Sporotrichosis meningitis. 
Se. 1723726 (Nov.) 1926. 

. Cann, L. W., and ‘Hollis, G. J.: A case of actinomycotic 
cerebro-spinal meningitis associated with aural actino- 
mycosis. Lancet 1:130 (Jan. 17) 1931. 

. Castellani, Aldo: Observations on the fungi found in tropical 
bronchomycosis. Lancet 1:13 (Jan. 6) 1912. 

. Bakst, Henry J.; Hazard, J. Beach, and Foley, John A.: 
Pulmonary moniliasis. J. A. M. A. 102:1208 (April 14) 
1934. 

. Castellani, Aldo: Internal mycoses. 
11:1123 (March) 1928. 

. Reimann, H. A., and Kurotchkin, T. J.: Attempts to pro- 
duce brenchomoniliasis in monkeys. Am. J. Trop. Med. 
11:151 (March) 1931. 

. Uri, C. E.; Kurotchkin, T. J., and Uri, C. J.: 
bronchomoniliasis in rabbits. Nat. M. J. 
(Oct.) 1930. 

. Tanner, F. W., and Dack, G. M.: A study of yeasts from 
sore throats. Centralbl. f. Bakteriol. 913282, 1923-1924. 

. Warr, O. S.: Bronchomoniliasis; a clinical and pathological 
study with report of illustrative cases. Ann. Int. Med, 
53307 (Sept.) 1931. 

. Joekes, T.; Leiden, M. B., and Simpson, R. H.: 
moniliasis. Lancet 2:108 (July 21) 1923. 

Warr, O. S.: Bronchomoniliasis: a clinical and pathological 
study with report of illustrative cases. Ann. Int. Med. 
5:307 (Sept.) 1932. 

. Galbreath, W. R., and Weiss, 
report of a case from Porto Rico. 
(Oct.) 1928. 

. Swartz, J. H.; Blumgart, H. L., and Altschule, M. D.: 
Ethyl] iodide inhalations in the treatment of mycotic infec- 
tions of the skin and allied conditions. Arch. Dermat. 
& Syph. 21:12 (Feb.) 1930. 

. Swartz, J. H.: Inhalations of ethy] iodide in fungous infec- 
tions: further studies. Arch. Dermat. & Syph. 322551 
(Oct.) 1935. 

Krueger, A. P., and Templeton, H. J.: Preparation of tri- 
chophytin. Arch. Dermat. & Syph. 30:9 (July) 1934. 

. Robinson, G. H., and Grauer, R. C.: Use of autogenous 
fungus extracts in treatment of mycotic infections. Arch. 
Dermat. & Syph. 32:787 (Nov.) 1935. 

. Wise, Fred: Use of autogenous fungus extracts in the 
treatment of mycotic infections. Arch. Dermat. & Syph. 
332355 (Feb.) 1936. 

. Swartz, Jacob H., and Reilly, Margaret G.: Diagnosis and 
Treatment of Skin Diseases. New York: The Macmillan 
Company. P. 190, 1935. 


and Fuhs. H.: 
Mikrosporie. 


Zur Entstehung der - 
Arch. f. Dermat. u. Sypii. 


The hematogenou. vroduc- 
Syph. 19:5. 


New York: 


M. J. Australia 
Arch. 


and others 
Am. J. M. 


M. Clin. North America 


Experimental 
China 162537 


Broncho- 


Charles: Bronchomoniliasis; 
Arch. Int. Med. 423500 


DISCUSSION 


THE CHAIRMAN: This paper is now open to dis- 


cussion. 


Dr. ARTHUR GREENWOOD, Boston: I congratulate 
Dr. Swartz on his handling of a difficult subject. 
I feel quite sure that it will lend itself to publica- 
tion very well, and be very useful for a general 
consideration. I also want to congratulate him on 
his courage in making dogmatic statements in re- 
gard to classifications and things like that. I think 
doing that is a means of getting the subject into 
proper form. If you try to teach anyone to know 
all the exceptions to a subject, to state what it may 
be or what it may not be, the student gets nothing 
from it. But, in making dogmatic statements he 
will discover his exceptions later, and I think more 
or less dogmatic statements on classification, for 
instance, or diagnosis of a disease are useful. I 
am quite sure the mycologists will not agree with 
him, however. 

One other thing I wish Dr. Swartz would cdo 
some time, and that is to give us a thorough dis 
course on his ethyl iodide treatment. I am quite 
sure it is worth while. I don’t think it has ever 
had a complete exposition of its use in Dr. Swartz’s 
hands. 
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Dr. C. Guy Lane, Boston: Dr. Swartz has cor- 
rectly said that the diagnosis of fungus infection is 
jade more frequently than formerly. The statis- 
tics which are accumulating indicate that among 
the most frequent diseases the diagnosis of fungus 
infection is approaching or perhaps surpassing that 
of eczema. 

I should advise in this connection, some little 
caution in making use of this diagnosis in palmar 
lesions especially. I think the work of Mitchell, 
for example, in connection with streptococcal in- 
fections, the work of Andrews, and the fact that 
in many cases of our hand lesions we are unable 
to find fungus through microscopic examination and 
culture, make us wonder about these indeterminate 
things which are called fungus infections. We 


should try to confirm our diagnosis so far as pos- 


sible by culture or by microscopic examination. 

Dr. Swartz classified his industrial cases in two 
groups. It seems to me we might carry that distinc- 
tion just a little bit farther. He spoke of the pri- 
mary fungus infection. There are very few, ex- 
tremely few, and I believe we can dispel the pos- 
sibility of many primary fungus infections occurring 
in industry. We can visualize it in the handling 
of wool, perhaps in the wearing of wool-lined gloves, 
but there are but very few primary fungus infec- 
tions of occupational origin. 

On the other hand I believe that his secondary 
group of infections, that is, the fungus infections 
occurring as a complication of the original derma- 
toses is a much larger group. We see numerous 
cases, I believe, in whom such complications occur. 
Then I think there is a third group of fungus in- 
fection relating to industry in which fungus infec- 
tion may be very definitely exaggerated by occupa- 
tional factors. In some states in which it is al- 
lowed, this group of cases exaggerated by work 
may be compensable. Then a fourth class has 
been sugzgested—I haven't yet seen any in this 


group, but a group has been suggested I think by 
Cleveland White of Chicago where a previous fun- 
gus infection may sensitize the skin to an indus- 


trial irritant. I am not sure that this may occur, 
but there are at least three groups in which there 
may be a relation to occupation. 


Tue CHAIRMAN: Are there any other gentlemen 
who wish to speak? I am sure there will be a 
great many questions regarding this paper. The 
point has been raised about fungi in industry, and 
I wish some of you gentlemen would elaborate that 
point. 


Dr. J. Harper BLaispett, Boston: Those of us 
who are called upon to give medical testimony in 
industrial cases, I can assure you, are clothed in a 
miasmic fog of confusion when it comes to the 
interrelation of fungus disease and industrial der- 
matitis. The law in this Commonwealth states that 
a man who receives injury causally related to his 
employment is entitled to compensation, and I agree 
with the previous speakers who say that a primary 
fungus infection of industrial origin is a very rare 
thing. 

The other day I came across this situation: A 
large industrial plant, in which it was necessary 
for the workers to change their clothing completely 
before and after working, provided the men with a 
shower bath, in other words, club facilities. In that 
plant at that time there was starting an epidemic 
of fungus infection of the feet. Does that consti- 
tute an industrial dermatitis causally related to 
employment? That is a question, in that particu- 
lar instance, which the Courts have yet not decided. 

Now, of course, we do see a great many cases of 
secondary fungus infection following injury and 
industrial dermatoses, and under the law the work- 


man is entitled to compensation not only for the 
original industrial dermatitis, but for the second- 
ary complications from the fungus infection which 
may last many weeks after the original dermatitis. 

I call your attention to this situation: It is au- 
thoritatively stated that most of us are carrying 
fungi of some sort about our person. I think it is 
a fact that an industrial dermatitis, superimposed 
either upon an occupational fungus infection or a 
quiescent fungus infection, may result in lighting 
up a very active fungus dermatitis. But should we 
take refuge behind that fact that every one of us 
probably has fungi, and say that in the specific in- 
stance this man had an original fungus infection 
which has been lighted up and therefore we do not 
expect to be liable from the resulting chronic fun- 
gus infection. That is an important medical point 
because under the law in this State if a man with 
an original nonindustrial condition acquires an in- 
dustrial dermatitis which lights up his first non- 
industrial condition, he is not entitled to compen- 
sation beyond the length of time ordinarily required 
to take care of the industrial condition. In other 
words, a man with syphilis, who receives industrial 
injury which lights up his syphilis, does not receive 
compensation for the rest of his life for the original 
syphilis, but only to the extent of taking care of his 
industrial injury. All of these facts, I think, make 
for confusion, and it is for us to determine to what 
extent this situation can be clarified. 


THE CHAIRMAN: Any further discussion? If not 
I will call upon Dr. Swartz to close the discussion. 


Dr. Swartz, Boston: I want to thank those who 
discussed this paper. Dr. Lane is perfectly correct 
in adding a third group. I fully agree with him. 
In answer to Dr. Greenwood’s question, I wish to 
state that I disapprove of rubber-soled shoes be- 
cause they cause excessive perspiration, which is a 
good background for fungi. 

Under the discussion of the relationship of fungi 
to internal medicine I did not have the time to cite 
the following case which I saw at the Massachusetts 
General Hospital: A woman, aged 45, had an un- 
explained temperature and complained of excessive 
pains in the lower extremities. On examination she 
showed the presence of an enlarged spleen. All 
laboratory tests, including Widal, were negative. 
The spinal fluid upon cultural studies did not show 
the presence of any bacteria. Because she had a 
chronic paronychia and some dermatosis of the 
hands, a dermatologist was consulted. Because of 
the monilia infection of the nails, I felt it wise to 
study the spinal fluid, blood, and urine for the 
presence of a similar organism. Both the centri- 
fuged spinal fluid and the urine, when planted on 
special media, showed the presence of a monilia 
similar to the one found on the nails. One blood 
culture was negative. I believe that repeated ex- 
aminations might have resulted in similar findings. 

I was asked to discuss ethyl iodide inhalation 
therapy. I have already described it in literature, 
but I shall outline it briefly again. The purpose of 
ethyl iodide inhalation is to maintain massive con- 
centration of iodine in the blood stream. When us- 
ing ethyl iodide be sure to get the pure preparation, 
free from phosphorus, that is, a nontoxic iodine prep- 
aration. We have devised a special sort of inhala- 
tion apparatus for ethyl iodide. The dosage we use 
in adults is one and one-half ce. per dose, which is 
the equivalent of three grams, and increase one- 
half cc. per dose to three cc. which is equivalent 
to six grams. In some cases the dose is as high 
as five ce. or ten grams. It is administered on two 
successive days, skipping the third day. The num- 
ber of treatments depends on the condition treated. 
We have found that infections caused by the yeast 
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organism require a greater number of treatments 
than those caused by the ringworm fungi. The 
only serious complication we had was peripheral 
neuritis which cleared up in about three weeks after 
the cessation of the inhalations. Only two such 
complications occurred in a series of about 5006 
cases. 


(Dr. Joseph Muller of Worcester then presented 
his paper on “Nevi.’’) 


Tue CHAIRMAN: Now, Gentlemen, it gives me the 
greatest pleasure to introduce to you Dr. Marion B. 
Sulzberger of New York City, than whom, in his 
chosen subject of today, there is perhaps no one 


in these United States who is such an authority 
upon the subject. We are fortunate indeed in hay- 
ing him with us, particularly as it was primarily 
announced, as you know, that Dr. Louis Schwariz 
of New York, of the United States Public Health 
Service, was to have spoken to us upon “Industrial 
Dermatoses.” Unfortunately Dr. Schwartz fell ill, 
and is still ill and cannot be here, and Dr. Sulzber- 
ger, in answer to my appeal for a pinch-hitter very 
graciously said, “Why, surely.” 

We owe him a debt for that too. As I say, I 
take great pleasure in introducing to you Dr. Sulz- 
berger of New York City, who will speak to you 
upon “Definitions and Classifications in Dermatologic 
Allergy.” 


REMARKS ON DEFINITIONS AND CLASSIFICATION IN 
CERTAIN FORMS OF DERMATOLOGIC ALLERGY* 


BY MARION B. SU 


T is most unfortunate that you will not have 
the opportunity of hearing Dr. Schwartz’s 
excellent paper on Industrial Dermatoses, and 
that you will have to accept my rambling and 
unprepared discussion in its place. However, 
when, only a few days ago, your chairman, Dr. 
Towle was kind enough to ask me to substitute 
for Dr. Schwartz, he assigned my subject, and 
I told him that I would attempt to fill in to 
the best of my ability. 

I would like to begin with the most difficult 
portion of this subject,—and that is, a discus- 
sion of the definition of the word ‘‘allergy’’. 
There are certainly many authors, even so- 
called experts in the field, who both in speech 
and writing use this term either loosely or, in 
some specific and exact but private manner, 
without defining the exact limits and bounda- 
ries of their own individual concept. I believe 
that both of these practices have led to con- 
fusion. 

I shall, therefore, preface my remarks with 
the definition of ‘‘allergy’’ as first formulated 
by v. Pirquet; as first employed by Schick; and 
as generally accepted by immunologists today ; 
and state that I, too, have accepted and always 
employed the term in its original and classic 
sense. For to my knowledge no better and no 
more exact definition is available; and it is my 
belief that here; as elsewhere in scientific termi- 
nology, any radical modification in a concept 
demands the coining of a new term. 

According to v. Pirquet (1906), allergy des- 
ignates any acquired, specific alteration in the 
capacity of: an organism to react. 

This alteration must be produced by a pre- 
vious exposure or exposures in order to fulfill 
the requirement of being ‘‘acquired’’. And the 
alteration must be made manifest by subse- 
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quent exposure to the same or to immunologi- 
cally related substances, in order to fulfill the 
requirement of being ‘‘specific’’. 

You will note that this definition is extremely 
wide. It includes all acquired, specifically al- 
tered, reactions, regardless of the mechanism 
by which this alteration is produced, regard- 
less of the substance (living or nonliving agents) 
which produces the alteration, and regardless of 
the nature of the alteration elicited (quanti- 
tative alterations—that is, alterations in the di- 
rection of hyperergy or hypersensitivity, of hy- 
poergy, or of anergy and immunity are all thus 
included under allergy). 


I should like to stress at this point that no 
mention is made of antibodies and that in this, 
the original concept of allergy, the demonstra- 
tion of antibodies is not by any means an oblig- 
atory requirement for the inclusion of a spe- 
cific alteration within this category of phe- 
nomena. Indeed, the vast majority of specifical- 
ly aequired and classic allergic alterations of 
reaction seen in human beings are not accom- 
panied by the formation of antibodies demon- 
strable by any known present methods or tech- 
nies. 

In dermatology there are found many of the 
most clear-cut examples of such specific altera- 
tions in the capacity to react. A large number 
of these are indeed among the original exam- 
ples of allergy mentioned by v. Pirquet. I 
need remind you only of the altered reactions 
to vaccinia which appear on revaccination or 
after smallpox, the altered reactions to tuber- 
eulin which appear after tuberculous infec- 
tion, and the altered reaction to diphtheria 
toxin as made manifest in the negative Schick 
test. 

However, not only in these specifically ac- 
quired alterations in infectious processes, but 
more particularly in reactions to nonliving 
agents, the study of skin phenomena has yield- 
ed the most important contributions to basie 
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principles in the field of allergy. There are no 
more clear-cut examples of acquired and spe- 
cific hypersensitivities than those which occur 
in the eczematous or contact type of hypersen- 
sitivity acquired by exposure to simple chem- 
ical substances. For here, in contrast to the 
hypersensitivities in such conditions as hay 
fever and asthma, adequate experimental proof 
has been brought both that thé skin hypersen- 
sitivity has been acquired and that it is spe- 
cific. I refer here to the experimental sensiti- 
zation of the human skin with primrose (Bloch), 
with mercury and formaldehyde (Haxthausen), 
with orthoform (Schwarzschild), with meso- 
tan (Silverberg), with paraphenylendiamin 
(R. L. Mayer), and innumerable other experi- 
mental sensitizations of this type. 

In the studies of such eczematous sensitiza- 
tions to simple compounds, and in studies of 
drug eruptions, both of the fixed and of other 
types, dermatology has contributed toward a 
clarification of some of the most important 
principles in the modern concept of allergy. 
One of these points deals with the fact that the 
shock tissue which enters into the reaction may 
be sharply limited and may embrace certain cir- 
cumscribed portions of an organ, while other 
parts of the organ remain ‘‘immune’’ and do 
not participate in the allergic response. This is 
well illustrated in the so-called fixed drug erup- 
tions in which one or more circumscribed areas 
of the skin may react in a most violent manner, 
while other areas remain without demonstrable 
reaction. The sometimes isolated and cireum- 
scribed power to react which may be confined to 
a specific part of an organ is further evidenced 
by the division of skin reactions into eczematous 
responses and responses of urticarial type. 


Because of the importance of these two par- 
ticular forms of dermatologic allergy, I should 
like to confine the remainder of my remarks to 
these two types of responses. 


EPIDERMAL REACTIONS 


It is today granted by the vast majority of 
careful students of this problem that in the 
eczematous or so-called contact type of hyper- 
sensitivity, the epidermis itself is in all proba- 
bility the primary shock tissue. The response 
at any rate is primarily epidermal, and the vas- 
cular reaction in the upper cutis, while almost 
always present, is in all probability an accom- 
panying or secondary phenomenon. 

I believe that this recognition of the epider- 
mis (epithelium!) as a shock tissue is of an im- 
portance far beyond its practical significance 
in dermatology. However, it must be granted 
that it has not yet been proved with absolute 
certainty that the epidermis alone is actually 
the sole site of hypersensitivity in eezematous 
responses, and while the mass of evidence cer- 


tainly points in this direction, the problem 
merits further study. 

Nevertheless, the concept of an epidermal 
shock tissue proves of great heuristic value. 
For, from this premise alone may be deduced 
many of the outstanding characteristies of 
eczematous hypersensitivity : 

First: The characteristic of the reaction 
time; that is, the time elapsing between the ex- 
posure of the hypersensitive epidermis to the 
specific allergen and the first appearance of the 
clinical manifestations of hypersensitivity. In 
the case of eczematous responses, as is well 
known, a period of hours to days elapses before 
the dermatitis appears. This response is re- 
markably slow compared, for instance, with the 
explosive, immediate types of reaction seen in 
vascular, urticarial hypersensitivities. 

sut the slow development of this reaction be- 
comes comprehensible when we realize that the 
epidermis possesses no blood vessels, that is, in- 
cludes no structures capable of almost imme- 
diate alterations in permeability or of speedy 
contraction and dilatation. In the epidermis, 
therefore, the damage produced by the allergen 
must manifest itself slowly, with gradually in- 
creasing edema and eventually with the forma- 
tion of the characteristic spongiosis and intra- 
epidermal vesiculation. 

Secondly: If the epidermis is the shock tis- 
sue in eczematous responses, it must be evident 
that those substances which can reach this tis- 
sue unchanged and in the highest possible con- 
centration, will almost inevitably be those which 
are most likely to sensitize and to produce the 
reactions of hypersensitivity. It is obvious, 
therefore, that substances coming from the out- 
side world, which reach the epidermis by exter- 
nal, contact exposure, will prove to be the most 
common eczematogenous noxae. For these 
agents will not have to undergo denaturization, 
they will not have to be diluted by the bleod 
stream, and they will not be prevented from 
reaching the epidermis by the usual, normal, 
relative impermeability of the vascular walls. 

Thirdly: It is to be recognized that the liv- 
ing cells of the epidermis which constitute its 
only possible shock tissue are normally pro- 
tected from external contacts by natural bar- 
riers. These barriers are of both physical and 
chemical nature. The two most important are 
undoubtedly the nonliving, horny protective 
covering of the stratum corneum and the fatty, 
water-repellent, sebaceous film which covers the 
normal skin surface. In addition to these two 
barriers, the healthy skin possesses the ability 
to neutralize both acids and alkalis. 

(I should like to state here in parentheses 
that I believe that minute but abnormal altera- 
tions in any of these protective mechanisms are 


in all probability of almost inealeulable impor- 
tance in predisposing to a state of susceptibil- 
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ity to epidermal sensitization. If this is true, 
it is most apparent that a study of the under- 
lying constitutional or local factors which are 
capable of producing abnormalities of cornifi- 
cation, of the secretion of sebum, or of the acid- 
alkali neutralizing powers of the skin surface 
will undoubtedly tend to lead to an under- 
standing of at least some of the factors which 
determine the mysterious, and often sudden, 
appearance of eezematous hypersensitivity. ) 


Assuming the epidermis to be the shock- 
tissue, from the mere consideration of the 
nature of the normal protective forces which 
shield the living epidermal cells, we may logi- 
eally conclude the nature of many of those sub- 
stanees which will be most likely to produce 
eczematous hypersensitivity. 


Keratolytics and substances possessing a 
capacity to precipitate, cleave, shrink or other- 
wise damage the horny layer will be capable of 
either themselves sensitizing or of preparing 
the way for sensitization by other substances. 
Causties and alkalis (soaps, and so forth), acids, 
such as picri¢c acid, formalin and similar agents 
belong to this group. 

A second category embraces those substances 
which are either fat solvents or are themselves 
prone to enter into solution in fats, lipoids and 
oils. Here included are the many different 
forms of fat and lipoid solvents and detergents, 
and above all, the oil fractions of plants (rag- 


weed oil, poison-ivy oil and numerous other 
resins and oleoresins) and the animal fats (lan- 
olin, and so forth). 

In addition to these keratolytics and fat sol- 
vents and fatty substances, another group is 


presumably able to pass the natural barriers 
which protect the living epidermis. This 
group comprises ionizable chemicals of small 
molecular dimensions. The metal ions such as 
mereury, nickel and arsenic are common exam- 
ples of this group. 

There is a fourth group of substances which 
is obviously capable of coming readily into con- 
tact with the living epidermal cells and which 
therefore can be considered as potential aller- 
gic eczematogenous agents. This group com- 
prises those substances which become fixed to 
the horny covering or which have a marked af- 
finitv for ectodermal structures. I would here 
include, first, the dyes which by their very 
nature form fast combinations with horny mat- 
ter (paraphenylendiamin, azo-dyes of all kinds, 
and so forth), and also the loeal anesthetics 
(novoeain, butyn, butesin, and so forth) with 
their well-known affinities for ectodermal tissue. 

A fourth characteristic which becomes self- 
evident when one considers the epidermis as the 
shock tissue in eezematous, contact type sensi- 
tizations, is the indicated form of skin test. In 
order to bring to light epidermal hypersen- 


sitivity, it is of course necessary to use that 
method of testing which will permit the most 
intimate contact of the allergen with the shock 
tissue concerned. Obviously, neither scratch 
tests nor intracutaneous injections serve this 
purpose. For both of these methods foree the 
allergen through the epidermis and into the 
rapidly moving fluid currents of the superficial 
cutis, which carry away the bulk of the material, 
and thus prevent the necessary intimate and 
prolonged contact with the epidermal cells. The 
patch test must here be employed, for with this 
test the mechanism which has produced the 
clinical reaction may be approximated to some 
degree. The substance is applied to the skin 
surface and allowed to pass slowly through the 
protective coverings and to reach the hyper- 
sensitive epidermal cells. 


As I have before stated, the response in 
eezematous hypersensitivity is a slow one and 
this makes it necessary to read the results of 
patch tests after twenty-four hour, forty-eight 
hour, or even longer periods have elapsed. The 
response usually reaches its maximum by forty- 
eight hours, ‘but in some few cases several days 
may elapse. 

I realize only too well that many of my state- 
ments in this connection are as yet unproved, 
and I submit all of the above, not as a dogmatic 
statement of facts, but rather as an attempt at 
clarification and the presentation of working 
hypotheses. I believe that experimentation 
may be based upon attempts to verify or dis- 
prove many of my statements, and that this 
line of approach cannot fail to produce results, 
not only of theoretic but also of practical 
interest. 

For example, if the above considerations are 
correct, individuals with dry skins, lacking in 
the normal sebaceous covering, should prove 
more susceptible to eczematous sensitization 
with water-soluble substances and relatively im- 
mune to fatty excitants; while those individ- 
uals with excessively greasy skins would be 
more protected against water and soluble aller- 
gens and more likely to be candidates for sensi- 
tization to fat solvents and oil, fat and lipoid 
soluble allergens. 

An experimental study of this question is 
indicated, for if the supposition should prove 
correct, this would undoubtedly be of practical 
value. To point out only one possible applica-_ 
tion, it may be mentioned that workers with seb- 
orrheic skins could be chosen for processes in- 
volving exposure to water-soluble eczematoge- 
nous substances, while those with hyperkeratotic 
skins could be placed at work in which oily 
substances constitute the occupational hazard. 
Moreover, those individuals with an adequate 
capacity to neutralize alkali at the skin surface 
could be selected for employment in such oe- 
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cupations as nickel plating, laundering and so 
forth. (An interesting study with bearing on 
this point has recently been reported by Burck- 
hardt from the Dermatologic Clinie in Zurich.) 


The various other possible approaches to this 
complex problem which are obviously contained 
in the viewpoint I have advanced are too nu- 
merous even for mention here. 


I must make haste to emphasize that such 
simple explanations for variations of suscep- 
tibility to eczematous sensitization must not of 
course bé considered as the answer to the ques- 
tion of why certain individuals at certain times 
become sensitized, while others under the same 
conditions of exposure remain immune. My 
considerations have embraced only the simple 
and obvious local interferences with the normal 
protective mechanisms at the skin surface. 
While these must be of great practical impor- 
tance, such alterations in local protection sure- 
ly cannot fully explain the underlying funda- 
mental immunologic factors which produce in 
one individual an almost incredible degree of 
susceptibility to eczematous hypersensitivity, 
and in another individual an almost complete 
immunity to this type of sensitization. 
SCHEMATIC PRESENTATION OF THE COMMONER AL- 
LERGIC SKIN REACTIONS BASED UPON (A) HISTO- 


LOGIC LOCALIZATION AND (B) TIME REQUIRED FOR 
THEIR DEVELOPMENT. 


Reprinted from J. A. M. A., 104:1489, 1935—Sulzberger, Wise 
and Wolf. 


I. Eczematous ReACcTIONS 


. Site of shock tissue: epidermis 

. Reaction time: 24 or more hours 

. Characteristic lesion: spongiosis and intradermal 
vesicle 

. Causative substances: frequently simple chemicals 
or products of fungi 

5. Type of test: patch test 


IT. TUBERCULIN-TRICHOPHYTIN-TYPE REACTIONS 


(Not Infrequently Combined With Eczematous Re- 
sponses) 

1. Shock tissue: upper cutis, cutis 

2. Reaction time: 24-48 or more hours 

3. Characteristic lesion: lymphocyte and later epitheli- 
oid cell infiltration 

4. Causative substances: usually micro-organisms, bac- 


III. Urticarial REACTIONS 


1. Shock tissue: upper cutis (blood vessels) 

2. Reaction time: 10 to 30 minutes 

3. Characteristic lesion: edema, extravasation of fluid 
and eosinophiles (wheal) 

4. Causative substances: foods, inhalants, products of 
micro-organisms 

5. Test: intracutaneous, scratch or indirect (immediate 
wheal and flare) 


IV. MISCELLANEOUS REACTIONS 
(Drug Eruptions, “IDS’’, and so forth) 
1. Shock tissue: deep cutis, cutis, epidermis, follicles. 
. Time: minutes to days 
. Lesions: (a) nodules, (b) fixed areas, (c) multiform 
dermatoses and follicular lesions, and so forth 
4. Substances: drugs, micro-organisms 
5. Test: usually inconclusive: sometimes the patch, 
Moro or intradermal test is of value. 


Before leaving the group of eczematous sen- 
sitizations, [ may mention that sensitizations 
to fungous products, when evidenced by ecze- 
matous or dyshidrotiform reactions, are in all 
probability to be included in this category. And 
here again, the premise that the epidermis is 
the shock tissue permits us to recognize the 
pathogenesis of eczematous hypersensitivity to 
fungi. The fungi which produce eczematous re- 
sponses cannot, as a rule, multiply in living 
tissues (W. Jadassohn and the author) and are 
therefore confined to the nonliving media of the 
horny layer, the nails and the hair. When the 
products which emanate from these fungous cul- 
tures in the horny layer pass downwards, they 
first reach and thus first sensitize the epidermal 
cells. 

Consideration of this process may serve to 
explain the intertriginous sites of many fung- 
ous affections. For in these areas the macer- 
ated and nonliving débris forms a medium for 
the multiplication of the fungi and for the en- 
suing production of amounts of fungous aller- 
gen which eventually ‘‘break down the resist- 
ance’’ and produce the reactions of hypersen- 
sitivity. 

In a like manner, all influences which tend 
to the production of hyperhidrosis (nervous 
upsets, excitement, sports, tight or ill-fitting 
footwear, and so forth), or to increased aeccumu- 
lation of moisture on the feet in the imterdigi- 
tal spaces (swimming pools, improper drying, 
and so forth), will lead to an increase of non- 
living material as soil for fungi and will thus 
tend to produce attacks or exacerbations of 
dermatophytosis and dermatophytids. 


VASCULAR REACTIONS 


The second group of important skin aller- 
gies has characteristics which are in most ways 
in sharp contrast to the eezematous hypersensi- 
tivities just discussed. This second group in- 
cludes the so-called urticarial or ‘‘wheal’’ and 
‘*flare’’ reactions. The important representa- 
tive of this type of skin allergies is not, in my 
opinion, one of the true urticarias; for I believe 


terial or fungus products (allergy of infection) 
5. Test: intracutaneous (48 hours) 


that the disease known as urticaria, and par- 
ticularly the chronic form, has not in the ma- 
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jority of cases been proved to be actually based 
upon an acquired, specific alteration in _re- 
sponse, that is, upon an allergic mechanism. 

I believe, however, that that form of derma- 
tosis which has been called neurodermatitis dis- 
seminata, pruritus with lichenification, prurigo 
diathésique, and by many other names, and 
which we have now agreed to eall atopic der- 
matitis, is based upon a submanifest, subclinical, 
wheal type of reaction; and it is to this derma- 
tosis and to the skin tests elicited in this der- 
matosis that the following remarks are intended 
to apply. 

As is well known, atopie dermatitis is asso- 
ciated both in the individual and in his family, 
with asthma, with hay fever and with a certain 
form of infantile eczema which is best desig- 
nated as an ‘‘atopic dermatitis of the infant’’. 
If this disease is, as many observers believe, es- 
sentially due to a specific hypersensitivity, it 
is certain that this hypersensitivity is funda- 
mentally and intrinsically different from that 
found in the truly eczematous or contact-type 
dermatitis. For here, the shock tissue is cer- 


tainly not the epidermis, but is the uppermost 
vascular layer of the cutis. 

Here again the mere consideration of the site 
and nature of the shock tissue leads inevitably 
to conclusions regarding the clinical and histo- 
logic characteristics of the dermatosis, the na- 
ture of the causal allergens, and the type of 


skin test which must be employed. 

In this form of hypersensitivity the blood 
vessel wall is the shock tissue. Thus, obviously, 
those substances which can be borne by the 
blood stream are those most likely to reach the 
shock tissue in sufficient concentration. (In ex- 
ceptional instances, and perhaps in infantile 
eczema even as a rule, substances may be able 
to pass through the epidermis and elicit reae- 
tions in the superficial cutis vessels—transepi- 
dermal penetration). 

Since the hematogenous route is the usual 
one in the clinical production of this vascular 
reaction, a certain group of substances is im- 
mediately suggested as a common cause of this 
form of cutaneous allergy. Only allergens which 
are on the whole compatible with the blood 
fluids are likely to be carried as more or less 
usual constituents of the blood stream. The 
allergens in this group are therefore likely to 
be water soluble, and very often the so-called 
protein fractions. They usually emanate from 
ingested foods or from the inhalation of en- 
vironmental allergens and their subsequent ab- 
sorption and hematogenous distribution. 

It will be seen that this group of allergens 
corresponds to a high degree to those excitants 
which produce hay fever, asthma and vasomotor 
rhinitis. And just as it is probable that asthina 
and vasomotor rhinitis can be caused by the 
products of micro-organisms emanating from 


some distant and often hidden focus, so it is 
also probable that atopic dermatitis may, in 
some instanees, be based upon such excitanis. 

I shall not here enter into a discussion of the 
relative importance of the various nonallergic 
factors in the production of the, itching and of 
the skin manifestations of atopic dermatitis. I 
have elsewhere discussed the possible influence 
of neurogenic and psychogenic factors, and of 
other constitutional or systemic influences (vaso- 
motor instability, endocrinopathy, and so forth). 
Suffice it to say that, while it may vary within 
wide limits from case to case, the influence of 
these nonallergic factors is often apparent. But 
it must be stressed that the demonstration of 
even marked effects of such systemic influences 
in no way refutes the evidence for the essen- 
tially allergic nature of this dermatosis. For it 
is well known that allergic manifestations of 
the most typical and characteristic kind are 
susceptible to the influences of the psyche, the 
nerves, the blood vessels, the hormones, and of 
a host of other systemic factors. 

The consideration of the vascular site of the 
hypersensitivity in atopic dermatitis helps us 
to understand the frequent association of posi- 
tive, specific skin tests manifested as wheal and 
flare reactions which are so often found in 
asthmas and particularly in hay fever. For 
these two last-named diseases are also primarily 
vascular reactions, in which a different part of 
the vascular tree is the site of the shock. The 
pathogenesis of asthma and hay fever is closely 
akin to that of whealing: in all three, the su- 
perficial blood vessels are hypersensitive, and 
the contact with the specific excitant increases 
their permeability and produces extravasation 
of fluid and of certain cells (eosinophils). In 
the lungs, this phenomenon is followed by con- 
traction of the bronchioles, and by the other 
manifestations of asthma; in the conjunctiva 
and the nasal mucosa, by epiphora, rhinorrhea, 
and the other manifestations of hay fever; and 
in the skin, where the fluid cannot escape but 
remains confined by the overlying, impermeable 
epidermis, whealing—either clinically apparent 
or subclinical—is the immediate result. 

It is my concept that atopic dermatitis— 
whether it be in the infant, the child, or the 
adult—is due to subclinical whealing; and that 
this subclinical whealing and the accompany- 
ing pruritus eventually lead to the epidermal 
involvement, and to the eezematoid and licheni- 
fied appearance. I believe that in infants the 
epidermis is less impermeable, both from with- 
in and from without; and that we therefore see 
not only transepidermal penetration Of aller- 
gens, but also transepidermal penetration of 
extravasated fluids, with the resultant weep- 
ing, oozing, crusting, and even spongiosis and 
vesiculation. (In contrast to the infantile form 
in the childhood and adult types of atopic der- 
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inatitis, the eruption is dry; and, as is well 
known, spongiosis and vesiculation are consist- 
ently absent.) 

I may say, therefore, that I conceive of 
atopic dermatitis as primarily a_ subclinical 
urticarial reaction; and that the epidermal 
changes are, in my opinion, secondary in na- 
ture. This stands in sharp contrast to the 
eczematous contact hypersensitivities, in which 
it is probable that the epidermis is first in- 
volved and the vascular changes are secondary. 


The fact that the blood vessels are the shock 
tissue in wheal-type reactions indicates not only, 
as before stated, the nature of the responsible 
allergens, but also the time which may be ex- 
pected to elapse between the exposure of the 
shock tissue to its specific allergen and the first 
appearance of the clinical manifestations. Here 
the blood vessels, with their capacity for speedy 
contraction, dilation, and change in permea- 
bility, constitute the shock tissue; and _ here, 
therefore, the time required for the reaction to 
develop will be only a question of minutes. The 
wheal and flare reaction in the skin is called 
the ‘‘immediate’’ reaction. This reaction is 
acute and explosive, just as in the attack of 
asthma or of hay fever. 


Furthermore, in this form of hypersensitiv- 
ity, we must again employ a test which brings 
the causal allergens into immediate contact 
with the shock tissue. For this purpose, we 
must impel the causal and so-called ‘‘protein”’ 
allergens (derived from foods and inhalants) 
through the epidermis, and place them in the 
vascular layers of the superficial cutis. Either 
the scratch test or intracutaneous injection 
is the adequate and correct method. 


Since the most experienced allergists disagree 
as to which of these two means of testing is 
preferable, it may be stated that, for dermatolo- 
gists and for all not confining their practice to 
allergy, the scratch test should be the method 
of choice. It obviates the necessity for expen- 
sive and perishable paraphernalia, for keeping 
hundreds of separate syringes (to avoid the 
element of syringe contamination). It does 
away with the necessity for sterile solutions and 
technic. And, above all, it obviates, to a great 
degree, the dangers of systemic and, in some 
cases, even of fatal reactions. 

Perhaps I have unwittingly created the im- 
pression that all cases of atopic dermatitis can 
be cured by immunologic measures alone. This 
is far from my intention and far from the 
truth. There are, in my opinion, many as yet 
wiknown factors in the pathogenesis of this 
dermatosis. 

While in my material the identification and 
elimination of the proper allergens have 
brought about striking improvement in some 
cases, In many others the most rigid exclusion 


of suspected excitants has proved of no avail. 
In my experience it is the rule that the younger 
the patient (infants included), the greater the . 
likelihood of the suecess of allergen elimination. 
Moreover, it may be stated in general that the 
younger the patient, the greater the réle of 
foods; while the older the individual, the more 
polyvalent the hypersensitivity, the more prom- 
inent will be the part of environmental and in- 
halant excitants (L. W. Hill and the author). 
This is perhaps one factor which makes the 
management of the older cases more difficult. 

From the immunologic side, the best we can 
do today in the practical treatment of atopic 
dermatitis is to try to eliminate all the known 
common causal excitants. The patient’s room, 
for example, should contain no needless dust 
producers (pillows, mattresses, overstuffed fur- 
niture, and so‘ forth), and no dust catchers 
(drapes, carpets, rugs, and so forth). The 
safest bedding is sterilized horse-hair (even for 
those sensitive to horse dander!). Silk, feath- 
ers, kapok, and orris root have been shown to be 
particularly active allergens in atopic dermati- 
tis. Among the foods, not one is above suspi- 
cion. But the most common offenders, as is 
well known, include eggs, wheat, milk, and fish. 
I believe that chocolate (cocoa) may be added 
to this list. 


Such elimination measures, plus the judicious 
use of x-ray, and particularly when combined 
with the art of selecting the topical remedies 
best suited to the individual case, promise to 
give the best results. Systemic measures (in- 
cluding thyroid extract, cortical extract, ar- 
senic, bromides, calcium, vitamines) seem to 
benefit some cases. And it is certain that the 
psychie and nervous state, if abnormal, merits 
attention; and that foci of infection (fungi, 
streptoccocci, staphylococci) must be sought 
and if possible eliminated. 


In otherwise hopeless cases, hospitalization or 
other change of environment often produces 
abrupt and almost miraculous improvement. 
The cause of this striking influence of environ- 
ment (clearly to be seen in infantile, and child- 
hood, as well as in adult, atopic dermatitis) 
may ultimately lead to a better understanding 
of the possible importance of as yet unrecog- 
nized environmental allergens (house-dust ? 
fungi ?). 

I know that if I do not volunteer the infor- 
mation I shall be asked concerning specific 
hyposensitization treatment. In my hands this 
has proved useless in all those cases of unques- 
tionable atopic dermatitis, in which I have been 
able to give the usual measures a fair trial. 

This is in sharp contrast to my success with 
specific hyposensitization in contact derma- 
titis due to pollen and plant oils (ragweed and 
ivy oil, tulip oil, and chrysanthemum oil). 
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I am not surprised at this failure of present 
methods of specific hyposensitization in atopic 
dermatitis. For, similarly, it is apparently ex- 
tremely difficult to reduce the wheal-type hyper- 
sensitivity of the skin by present methods. This 
is brought home strongly by the observation of 
the persistence of wheal reactions of the skin, 
even in patients who have received hundreds of 
injections for the control of hay fever or asth- 
ma; and, surprisingly enough, the wheal skin 
reaction often persists in spite of the success- 
ful clinical desensitization of the mucous mem- 
branes and in spite of complete clinical relief. 


As I have stated above, I have come to con- 
sider the manifestations of atopic dermatitis to 
be based upon a type of subclinical whealing. 
And since it has been shown that wheal-type re- 


HIS paper is rather elementary in its scope, 

but at times it is well to get down to funda- 
mentals and review what we know, what we 
should know, what advances have been made in 
some particular field, and analyze our mistakes 
of the past in order that we may more ably 
conduct ourselves in the future. It is addressed 
especially to three classes of erroneous thinkers : 
those doctors who believe that when the ob- 
jective symptoms disappear under a little treat- 
ment the patient is cured; those who believe 
it is a hopeless situation at the best, so what 
is the use; and those who believe that their cli- 
entele is so fine, or refined, and syphilis such 
a rare disease there could be none of it among 
them. 

A good many years ago Dr. Osler said that 
we would be better doctors if we took down our 
impressive Latin diplomas which none of us 
could read anyway, and put in their place in 
large letters this admonition: ‘‘Never forget 
that there are two diseases, tuberculosis and 
syphilis.’’ Judging by the record that has been 
made in the control of tuberculosis in Massa- 
chusetts in the past thirty-five years, someone 
must have taken heed of the first part of that 
advice as that disease has been reduced to about 
twenty-five per cent of what it was in the year 
1900. There has also been a glorious record 
made by the medical profession in the control 
and practical elimination of typhoid and diph- 
theria. 

By contrast, the record of syphilis offers a 
sad commentary of sloppy thinking, ‘‘pussy- 
footing’’ and general ineffectualness on our 
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actions of the skin cannot, as a rule, be mate- 
rially reduced by present hyposensitization 
measures, I cannot find it astonishing that 
these same hyposensitization measures have, 
thus far, met with little or no success in what | 
hold to be the analogous whealing of atopic 
dermatitis. 
* * * 

I regret that time does not permit me to con- 
sider here the manifestations and problems of 
acquired, specific alterations of the skin in in- 
fections, in drug eruptions, and in other 
processes. However, I hope that some day I 
shall be permitted to discuss before this Society 
these other forms of skin allergy. 


CHAIRMAN TowLe: Our next paper is by Dr. 
Edward C. Sullivan of Springfield. Dr. Sullivan. 


part as it still ran on like the babbling brook, 
unrestrained, until most recently. If we take 
into account the difference in the communica- 
bility of tuberculosis, diphtheria and typhoid, 
as compared with syphilis, there must be some 
answer as to why the latter has thrived all 
these years. There is an answer and a large 
proportion of it is a quite simple one and may 
be summed up in lack of education of the pub- 
lic, and lack of education of the doctors. 


The United States Public Health Service 
makes a conservative estimate that there are 
425,000 fresh infections with syphilis yearly. 
Measles is the only reportable disease that leads 
it. Syphilis is rated among the first four of 
the killing diseases, but in the meantime it 
leaves a trail of suffering, misery and disaster, 
not only among the guilty, but also among the 
innocent victims who represent approximately 
forty per cent of the infected. One hundred 
times as many children died in Massachusetts 
of congenital lues in the past ten years as died 
of infantile paralysis. 
price to entertain this unwelcome guest. 

Syphilis is not a rare disease by any means 
and also let me try to impress upon you that 
the Treponema pallida is not a respecter of high 
social or financial position, but that syphilis 
runs fairly evenly through all the strata of so- 
ciety proportionately. There is no one hére 
who has not seen all too many of the tragedies 
of late syphilis, which in the light of our pres- 
ent-day knowledge of the treatment of syphilis, 
should become almost a thing of the past. There 
is a woeful dearth of information of the truth 
about syphilis on the part of the public, but 
we must also admit that the doctors have not 
been wholly without fault. In faet, Dr. John 


see “This Week's Issue,’’ page 362. 


H. Stokes frankly accuses the doctors of being 
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the chief offenders. We must leave the func- 
tion of the education of the public in matters 
of sex hygiene to the proper organizations, but 
we have xo alibi at all for the réle we are play- 
ing, or rather not playing, as individuals toward 
the control of this greatest scourge of mankind. 

When we consider what has been done in the 
control of tuberculosis, it is astonishing that 
so little has been done about syphilis. There is 
no serious disease in which adequate treatment 
presents more striking’ results. There is no 
field in preventive medicine which offers great- 
er hope for the practical eradication of a dis- 
ease in a single generation, and there is no field 
in which less is being accomplished. Some of 
this fault must be placed on our shoulders and, 
if we are to retain our place in the public es- 
teem, we must exert ourselves to bring about a 
better understanding of syphilis and be lead- 
ers in the dissemination of that knowledge 
rather than to procrastinate further and even- 
tually find ourselves in the untenable position 
where the public knows more than we do; and 
the public is becoming eager for that knowl- 
edge. A few months ago a New York paper 
was the first newspaper in the United States 
to publish a series of articles on syphilis. It 
took courage on the part of the editorial depart- 
ment not to ‘‘offend’’ the readers of this peri- 
odical. The demand was so great that re- 
prints were later printed in pamphlet form 
and of these hundreds of thousands have been 
sold. Apparently the public is not so easily 
‘‘offended’’ as the publishers have formerly 
thought. 

Let us take stock of our mistakes of the past. 
The first is errors of early diagnosis. The aver- 
age doctor is apt to regard the genital sore all 
too casually and make an ‘‘eye diagnosis’’ that 
it is nothing, or a chanere. Either one is emi- 
nently unfair to the patient. If it is syphilis, 
the patient needs a lot of treatment, and if not, 
it is unjustifiable to place the patient in the 
position of taking the treatment for syphilis, 
not to mention that you have placed the stigma 
of syphilis in his mind forever. The days of 
‘‘ouessing’’ what the genital lesions are, have 
gone by. All genital sores should be regarded 
as possibly luetie until it is proved that they 
are not. The old textbooks have beautiful pic- 
tures of the various types of chancres and elab- 
orate descriptions on how to differentiate them 
and the nonluetie lesions, but not the keenest 
diagnostician of the past can compare with the 
modern dark field examination. The diagnosti- 
cian was frankly making a guess and had to 
await the appearance of the secondary mani- 
festations to clinch his diagnosis while the dark 
field is an accurate and rapid method. ‘‘Guess- 
ing’? is as antiquated as kicking your tires to 
estimate the pressure. 


in the hands of one trained to its use and an 
exact diagnosis can be made in a few minutes. 
If the treponema is present in the lesion it can 
usually be found the very first day. Waiting 
for a Wassermann is never a substitute for the 
dark field as there is too much valuable time 
wasted. The most important thing from the 
patient’s standpoint is to have a diagnosis 
made at once and adequate treatment started 
in the seronegative stage, as then he has almost 
one hundred per cent chance of cure. From 
the appearance of the chancre to the time the 
luetie is put under treatment is the most im- 
portant period of his life, so far as his future 
health is concerned. If he reports to you early, 
why not give him that opportunity to safeguard 
that health and not throw away a lot of his 
chances by ducking the issue. This is said with 
due regard to the general opinion that the pa- 
tient with secondary signs or symptoms has a 
better chance than the patient put under treat- 
ment in the so-called seropositive primary stage. 

Also let me implore you not to put any 
mercurial on a lesion if you are going to refer 
the patient for a dark field examination. The 
treponema cannot be found in the lesion for 
from twenty-four to forty-eight hours after a 
mercurial is applied. The mereury has no ben- 
eficial effect on the lesion and you are forcing 
the operator to the trouble of getting his se- 
eretion for examination from the inguinal 
glands. A chanere per se is not a disease, it 
is only a symptom that the patient has a gen- 
eral infection. with syphilis. 

I wish particularly to stress the fact that we 
do not inspect our cases of gonorrhea with 
enough thoroughness. We see quite a number 
of cases of late syphilis in which there is no his- 
tory of chanere but only one of gonorrhea, and 
I mean in patients who are doing their best to 
be truthful and co-operative. Every case of 
gonorrhea follows an exposure that has also the 
potentialities of infection with syphilis. There 
must be a not inconsiderable number of cases 
of gonorrhea in which the luetie infection takes 
place at the same time and is unobserved. If 
one would be on the alert for the intra-urethral 
chanere and not lightly dismiss slight lesions of 
the glans penis and coronal suleus in gonorrhea, 
there would be more eases of syphilis discovered 
early instead of late. I believe that all patients 
with gonorrhea should have a Wassermann 
done before dismissal, and what I truly believe 
to be better routine is that they should have a 
Wassermann at the first visit as well. Then if 
the later Wassermann is positive, you know 
whether you are dealing with an early or late 
syphilis which is not always so easy to differ- 
entiate in asymptomatic syphilis. 

Cases of chaneroid, which by the way are not 
common in this section of the country, after re- 


The dark field is a fairly simple procedure 


peated negative dark fields, should have a 
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series of Wassermanns over a period of four 
months as it is not rare to have an infection 
with the treponema as well as Duerey’s 
bacillus. 

In the past fifteen years there has been an 
increase in the number of extragenital chancres, 
and here again the doctor is not of a sufficiently 
suspicious frame of mind. The ‘‘cold sore’’ 
on the lip which is not typical, is indurated, 
and shows no signs of healing should be re- 
garded with suspicion. Sores inside the mouth, 
on or beneath the tongue, or on the tonsils, 
attended with cervical adenopathy should in 
many cases be regarded with the greatest sus- 
picion, especially in young people, and resort 
had to the dark field. The dark field may be 
done on secretions obtained from the lesions 
themselves where there is always the difficulty 
of differentiating the treponema and _ similar 
organisms, although most mouth lesions have 
existed so long that the Wassermann is usually 
positive and hence a check on error, or what is 
better, is to take secretions from the cervical 
glands where the treponema would be the only 
spirochete present. Many a blunder will be 
averted if these lesions are not too lightly re- 
garded, and some palliative mouthwash pre- 
scribed, only to find yourself deeply chagrined 
when the patient later develops a distinctive 
efflorescence of secondary — syphilis. Any 
pharyngitis or laryngitis which persists for sev- 
eral weeks is waving the red flag and begging 
for a Wassermann. 

The primary lesions of the fingers, hands, 
cheeks, eyelids, and so forth, should in most 
cases arouse suspicion long before they do. 
Any sluggish ulcer that is painless, indurated, 
has no signs of sepsis surrounding it and shows 
no signs of healing, should give pause for 
thought that there is such a disease as syphilis. 
Always look for adenopathy in the satellite 
glands in suspected extragenital lesions. It is 
well to remember that only about seventy per 
cent of syphilis develop a noticeable secondary 
eruption. 

Another unrecognized origin of the late svph- 
ilis we see in patients with no exposure of their 
own, and a proved uninfected family, is un- 
diagnosed syphilis contracted when they were 
babies or children. There is the possibility 
that it was kissed onto them by some adoring, 
but infected, relative or family friend. I would 
suggest a search for a possible primary lesion 
and adenopathy in skin eruptions of undeter- 
mined nature or in supposed exanthemata in 
which the skin lesions persist beyond the usual 
time. 

Now let us review the common errors com- 
mitted in the. treatment of early syphilis. If 


you will form a mental picture, that in a broad 
sense, the lesions of early syphilis are inflam- 


matory in character while the lesions of late 
syphilis are truly destructive in character, 
there can be no argument as to when is the bes’ 
time to accomplish results of a permanent na- 
ture. There is no easy road to the cure of syph- 
ilis, but it would be impossible to overenpha- 
size the point that it is early, and adequate, 
and continuous treatment, over a long period, 
that gives the only chance for the looked-for 
cure. 

The patient that is given five or six, or even 
twelve, injections of an arsenical with the con- 
sequent disappearance of the symptoms, and 
perhaps unfortunately a negative Wassermann, 
and then patted on the back and assured he is 
all right and need never worry again, has not 
received medical service. On the contrary, he 
has been done a grave injury. I will admit that 
in the very rare case he may be cured, but it is 
highly improbable. There are no good, but 
several bad effects in store for him and _ his. 
That patient has been lulled into a sense of 
false security. There has been turned loose on 
the community a potential broadcaster of syph- 
ilis and the prospective parent of a syphilitic 
child. That patient will almost surely have a 
relapse and become infectious again, or later 
on, some doctor is going to have the problem of 
trying to patch up a ease of late syphilis which 
result is about as permanent as an adhesive 
tape repair job. The patient had his chance 
but it was thrown away. 

In the past fifteen vears we have had enough 
experience to establish quite definite criteria 
as to how much, and how long, the early case of 
syphilis should be treated. I am speaking in 
terms of probable ultimate cure and not about 
sufficient treatment to guard only against later 
mucocutaneous relapse. The early luetie should 
receive from thirty to forty injections of an 
arsenical, and from sixty to one hundred doses 
of heavy metal, preferably bismuth. This 
treatment will last from one and one-half to 
two years, and it is important that this treat- 
ment be given without any rest periods. There 
are several different schemes of -alternate ar- 
senic and bismuth, or simultaneous treatment 
with both and follow-up with bismuth until the 
required amount is given, but whatever scheme 
is used there should be no rest periods. It is 
during the rest periods that the infection has a 
ehanee to gather strength again. It is good 
therapy to give three injections of arsenic the 
first week. 


A Wassermann should be made monthly, and 
if it remains persistently positive after a few 
months, in all probability you are dealing with 
central nervous system involvement and appro- 
priate measures should be taken. It is not 
common to find central nervous system syphilis 


in the face of a negative Hinton test whieh 
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is the one used in this state. It is the contin- 
uous pounding away with treatment within the 
limits of the patient’s tolerance that offers the 
best pessibility of curing the disease. Let me 
interpolate at this point that a human being as 
well as a disease is being treated. There are 
no half-way measures that are of any use and 
there is no substitute for arsenic in rendering 
the patient noninfectious early and in the ulti- 
mate cure. It makes little difference what 
brand of arsenical you use or what preparation 
of bismuth, even though the sakesman assures 
you that his house makes the best, and subtly, 
or not too subtly, infers that you must be a 
congenital idiot if you do not use his. I re- 
peat, it is the amount of steady, regular, per- 
sistent treatment that counts. After the period 
of treatment is finished, the patient should be 
kept under observation for at least five years 
and maintain a negative serology. 

In the past year, I have been using a new 
preparation of arsenic, mapharsen, and am im- 
pressed with the results in a series of selected 
eases of early syphilis. It is well tolerated, 
does not cause the reactions so often seen with 
the older forms of arsenic, cleans up the skin 
lesions and brings about a reversal of the Was- 
sermann with about the same speed as the old 
arsphenaminé. What was of especial interest 
to me were the results attained in four cases 
of interstitial keratitis at the Springfield Hos- 
pital clinic. In each case the improvement in 
the eye condition was most gratifying in that 
the pain and discomfort were gone after the 
second injection and the congestion was much 
less. One ease did develop a slight involve- 
ment of the other eye after eight injections. 
No one needs to tell me that four cases do not 
constitute a proved series any more than one 
swallow makes a summer, but when one looks 
back on the discouraging results in this condi- 
tion with the other forms of arsenical therapy in 
the past, even four cases give me some hope to 
believe that this drug may be of decided value. 


What does the adequate treatment of early 
syphilis promise to the patient? It is the ade- 
quate treatment of early syphilis that reduces 
or eliminates the later ravages of syphilis with 
which we are all familiar. In the survey made 
by the United States Public Health Service it 
was found that cases of neurosyphilis had, in 
most instances, been very inadequately treated 
with arsenic, and most of them had received 
little or no heavy metal. Their conclusion was 
that neurosyphilis was three times as common 
in those who had received “‘little’’ treatment 
as in those who had received ‘‘much’’. Early 
mucocutaneous relapse was seven times as com- 
mon under like conditions. Late syphilis as 
relapse was entirely absent in the group which 
had received ‘‘much’’ treatment. In a later 
report, published in April, 1936, it is stated that 


it is apparent from the studies made by the serv- 
ice of a large series of cases, that the patient 
adequately and regularly treated for early 
syphilis will be almost exempt from cardiovas- 
cular involvement later. In respect to these 
conclusions it should be noted that what they 
call ‘‘much treatment’’ consists of twenty, or 
slightly over, injections of arsenic and forty to 
fifty injections of bismuth. I believe the thirty 
to forty arsenicals and sixty to one hundred bis- 
muths paint a better picture in end-results. 

Perhaps all pregnant syphilitic women do not 
come under the classification of early syphilis 
but the syphilitic baby most certainly does. It 
is an established fact that the luetiec mother 
put under treatment by the end of the third 
month and treated throughout the pregnancy 
will, in most instances, produce a_ healthy 
child. All pregnant women should have a 
Wassermann early in each pregnanes and if 
found positive, or kne rn to have s*pnilis, be 
put under treatment. any fear that 
their more affluent patieunis may be insulted if 
they suggest a Wassermann. It wouid be far 
kinder to insult them with a Wassermann early 
than a luetie child later. The poor are more 
fortunate as they go to a prenatal clinic where 
the Wassermann is routine. 


SUMMARY 


Syphilis is not a rare disease and no one is 
immune. 

The dark field should be made use of much 
more frequently as a means to an early diag- 
nosis. 

Every case of gonorrhea, or chancroid, should 
be examined for the possibility of mixed in- 
feetion with syphilis. 

Early, intensive and continuous treatment 
renders the patient noninfectious and hence pre- 
vents the spread of syphilis. 

Adequate treatment will probably reduce the 
incidence of neurosyphilis to ten per cent of 
its present prevalence. 

Adequate treatment will probably almost 
eliminate cardiovascular and other late forms 
of syphilis. 

Congenital syphilis is nearly an inexcusable 
disease. 

The doctor has a most decided responsibility 
to his patients with early syphilis. Will he ae- 
cept it? 


DISCUSSION 


CHAIRMAN TOWLE: This paper is now open for 
discussion. 


Dr. N. A. NEtson, Boston: It seems to me that 
Dr. Sullivan’s paper has this particular value—that 
it calls the attention of this group of dermatolo- 
gists and syphilologists to a situation with which 
Dr. Sullivan has been constantly impressed during 
his 18 or 20 years at the Springfield Clinic. You 
know as well as he that patients come to the at- 
tention of syphilologists and clinics whose _ infec- 
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tions with syphilis have been misdiagnosed, mis- 
treated and mishandled generally by the physicians 
who had previously seen them. 

It seems to me that a special committee could 
be appointed by this Section whose duty it would 
be to prepare material to be published in the name 

of the Section for the purpose of teaching physi- 

cians, in general, how to manage syphilis. I am of 
the opinion that such a group as this should be 
teaching obstetricians, for instance, that the treat- 
ment of syphilis in pregnancy is essential to the 
prevention of congenital syphilis; should be teach- 
ing pediatricians that there is such a condition as 
congenital syphilis; and should be teaching that 
the treatment of any form of syphilis is a part of 
the practice of medicine. 

There are reported annually in Massachusetts 
more than 5000 cases of syphilis. Approximately a 
third of the cases reported are in the primary and 
secondary stages; that is, nearly 2000 early cases. 
There are approximately as many cases of con- 
genital syphilis reported annually as of diphtheria, 
although syphilis is very poorly reported and diph- 
theria very well reported. The prevalence of in- 
fantile paralysis, which gets double headlines across 
the page whenever a case appears, is nothing as 
compared with the prevalence of congenital syph- 
ilis. 

I bring to you the challenge of the American 
and Massachusetts Neisserian Medical Societies 
which are attempting to teach the physicians of the 
United States and of Massachusetts something about 
the management of gonorrhea. There is most cer- 
tainly a similar problem to be solved in the control 
of syphilis, and if advice and information and as- 
sistance are to be made available to those physi- 
cians who know little about the disease or its 
management, it seems to me it ought to come from 
this group. 


(Dr. Austin Cheever commented on Dr. Sullivan’s 
paper and cited his experience with two cases.) 


Dr. JosepH Mutter: Dr. Sullivan’s most admira- 
ble paper certainly was a challenge to us. We 
bear down in this State rather on tuberculosis, but 
we don’t do anything about syphilis. Now I was 
educated and started my work in a country which 
did curb syphilis. Due to their poverty they couldn't 
do anything with tuberculosis. Their death rate 
is the same as it was in 1900, but at the same time 
they did see the challenge of syphilis, and they 
have made wonderful strides combating it. They 
brought the study of syphilis into their medical 
schools as a major subject. It was easy for all 
medical schools supported by the State. Where there 
is compulsory reporting of cases with the name of 
the doctor who treated each patient, treatment is 
enforced. So, the syphilis rates are coming down. 
Every one of us could bring up dozens of cases like 
Dr. Dennie did, and: it is remarkable how often 
they are from the best families, as considered by 
the profession. 


Dr. Lane: I commend Dr. Sullivan for urging 
very plainly this question of early syphilis. I en- 
dorse all that he says in regard to early diagnosis 
and early treatment, and I think his discourse should 
have widespread distribution. He suggested leaving 
the matters of sex hygiene, and so forth, to the 
public authorities. I think that all doctors and 
dermatologists in particular should also participate 
in this field, not only to distribute information among 
other physicians, but also to the public as well. I 
think that is something for the whole medical pro- 
fession to participate in. The matter of early di- 
agnosis is, of course, absolutely essential, and the 
simplicity of dark field technic and the need for 


doing it universally, cannot be emphasized too often. 

I also endorse what others have said in com- 
mentary about the Wassermann. I think that per- 
haps the too frequent Wassermann is a highly dan- 
gerous thing. The less frequent Wassermann is 
probably of advantage in numerous ways. I was 
very much interested this last week in a paper con- 
cerning something which I think many of us fail 
in, and that is the matter of epidemiological study 
of our cases. I think we should at least insti- 
tute it, if we ourselves do not make an epidemiolog- 
ical study of our cases. That was emphasized very 
well in a recent paper in regard to the epidemiologi- 
cal study and a description of some of the cases by 
Dr. Dudley Smith of Virginia, by means of charts and 
work which he has done. It was surprising to find 
the contacts which he had been able to discover. 
Doctors do, however, see the original sources, but 
perhaps there are three or more contacts, and these 
contacts have several contacts apiece from which to 
trace the secondary sources. They go back per- 
haps through three or four generations of contacts. 
In one of his charts he showed fifty exposures which 
had been obtained from one patient, and one of his 
charts went back through one hundred different con- 
tacts which he was able to trace down and observe 
in the course of his study of an individual case. 

It has been regrettable to many of us that at 
Harvard, they have cut down the number of lec- 
tures in dermatology and syphilis to five, expecting 
the student to be taught a knowledge of dermatology 
and syphilis in that length of time plus perhaps ten 
sections of the Clinic work. Of course, some syph- 
ilis is given in medicine, but no other teaching, so 
far as I know, covers the subject of adequate diag- 
nosis of early cases. I hope that sometime we will 
be able to rectify this state of affairs. 


Dr. G. A. Dix, Worcester: I cannot resist the 
temptation of saying a word about the matter that 
Dr. Lane brought up, and that is the social education 
of the early patient with syphilis. Now I cannot 
make myself feel that it is the business of either 
the Board of Health or the social worker to go into 
that. They may know some parts of it, but not all. 
When it comes to a case of telling patients about 
marriage, for instance, and about their other social 
and industrial contacts, we know more about that 
than the Board of Health and social workers do, 
and it is our duty to teach these people, what they 
are to expect from the disease and how to protect 
their associates. We talk a great deal, one to an- 
other, and in papers about the proper scientific 
treatment of syphilis. But I sometimes think we 
don’t tell one another enough or teach our students 
enough about the natural history of the disease be- 
cause really that is a very important part of treat- 
ment. The medical treatment of syphilis is not 
very difficult nor its special type so particularly 
important, but the social management of it is of 
decided importance. 


Dr. Roy H. Peck, Springfield: It was with great 
pleasure that I listened this morning to my old 
friend and hated rival in Springfield, and perhaps 
I enjoyed his paper more because I certainly agree 
with him. 

In the diagnosis of syphilis by inspection of the 
initial lesion or so-called chancre, we find it may 
take any form, and we don’t expect always to see 
the clinical indurated sore of the textbooks. I 
have seen what appeared to be a simple balanitis 
show a dark field positive for syphilis. The only 
typical chancre is a lesion showing Treponema pal- 
lida. 

Many times I think that we give too small doses 
of arsphenamine, and this results in a “fast” for 
arsenic. Too many Wassermann-fast cases are seen 
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with a history of thirty or forty neoarsphenamine in- 
iections of light dosage in conjunction with bis- 
muth in some form. 

Don’t .‘ rget the old standby mercury in the treat- 
ment of syphilis, it still has its place in our ar- 
imament and a strong one. It will many times com- 
fort us in Wassermann-fast cases. 


I have seen the maternal blood positive while the 
blood taken from the cord was negative. I can 
hardly understand that. Perhaps it is a fault of 
the laboratory. 


I remember an instance that happened while en- 
deavoring to ascertain the length of time arsenic 
was excreted by the kidneys after an injection of 
arsphenamine. Arsenic was reported in the urine 
for quite some time. Then the urine of a gonor.- 
rheal patient was substituted as control, and this 
urine was returned as containing arsenic. A check- 
ing over of the zinc used in the laboratory test 
proved the source of arsenic. It was found that the 
urine became negative for arsenic in five to seven 
days after the injection of arsphenamine. So why 
not make our intervals between doses from four to 
six days? 

The treatment of syphilis takes time and I feel 
that progress should be checked by frequent blood 
tests and if the tests are negative tell the patient, 
it makes him feel better and if the explanation is 
made plain to him that this negative report is only 
showing good progress, but not a proof of cure, I 
hardly think many patients will discontinue treat- 
ment feeling the disease is eradicated. 


THE CHAIRMAN: Dr. Sullivan will close. 


Dr. SULLIVAN, Springfield: Many times I have wished 
that Dr. Wassermann had been dropped in the Bay 
the day he was born or that he had never discov- 
ered this test because just as soon as you get a neg- 
ative blood they say, “I don’t need any more treat- 
ment,” and you have to spend hours trying to sell 
them the reason for more treatment and that a 
negative blood has very little significance in these 
circumstances. 

As regards the problem of sex hygiene, I as- 
sumed that everyone realized that while we prac- 
tice medicine many of us are also associated with 
the societies that are interested in this other phase 
of the subject. On this matter of congenital syph- 
ilis I wish to tell one interesting case. Of course 
the Bible says that the sins of the fathers shall be 
visited upon the children even unto the third and 
fourth generations, and I wish to prove to you that 
this is not always true. About three years ago 


there came to our Clinic a young man with a typi- 
cal chancre about the size of a walnut of six 
weeks’ duration on his lower lip. I accused him 
of having been exposed to dissolute women but he 
assured me that he was married. I replied that 
while I knew that the marriage vows were supposed 
to act as a moral restraint I had never observed 
that they were a positive physical deterrent. He 
maintained that he had done nothing of the kind 
suggested so I told him that he would have to bring 
his wife in and he said that she and also a child 
were with him. After I had started him on his way 
to treatment I saw the wife and child. The wife 
was a very good-looking and very healthy-looking 
young woman of about twenty-three, but in her arms 
she held the most complete example of a luetic 
child you ever saw. The peculiar thing about 
this child was that when the child was thirteen 
months of age the lesions were the type that is 
seen in the first two to three months of life and 
they did not develop until the child was eleven 
months old. Here was a case where the father 
had acquired his syphilis from kissing his own 
child. It was the sins of someone being visited 
upon the father through the child. 


Then I asked this young woman, or rather I 
didn’t ask her, I told her. It is a mistake to ask 
them if they ever had it, they won’t admit it. I 
said to her a number of years ago when you were 
only fifteen or sixteen you had intercourse with 
some man. She said this was true and then I 
asked her what became of him. She replied that 
one day he left that small town suddenly and had 
never been back. That fellow knew that he had 
acquired syphilis and knew that he had infected 
her and so he just disappeared. She never had any 
outward symptoms of syphilis but she did remem- 
ber that for about a year she did not feel well and 
that her doctor gave her tonics for anemia. Six or 
seven years later she married. She had had her 
syphilis long enough so that she did not infect her 
husband but when she had a child it was necessarily 
syphilitic and that child infected its own father. 

The point of all this is that if this young woman 
had a Wassermann when she became pregnant 
she would not have raised a syphilitic child and 
imposed the disease upon her husband. Some 
doctor made three cases of syphilis where there 
should only have been one. 


THE CHAIRMAN: Before we adjourn for luncheon 
let me remind you of the round table discussion. 


(The Section then adjourned.) 
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BY CLIFTON S. 


T is an established custom of this Society 

to listen to remarks from its President at 
this time on matters that he deems important 
for the good of the Society. The Society is a 
democratic body with functions both educational 
and economic. The function of its meetings 
have always been primarily for the discussion 
of the scientific phases of medicine. But of 
late years the economic stress of the times 
should necessitate some considerable time _ be- 
ing given to the discussion of matters relating 
to social and political economies either in the 
meetings of the House of Delegates or in the 
open meetings of the Society. 

There is no doubt but that there are many 
people in the low income groups too prosperous 
for relief, but who are unable to budget their af- 
fairs so that they can meet emergencies when 
they arise. They delay in seeking surgery, and 
take serious chances with disease that may en- 
danger their future health to an extent that 
is beyond recovery. <A serious illness can easily 
take a heavy toll from one’s bank account, and 
if the bank account has been depleted by sup- 
plementary low wages and short time employ- 
ment, as well as by living expenses, a severe 
illness will leave the family badly in debt. This 
condition confronts so many individuals and 
families that there is ample excuse for them 
to seek more economical medical service. Eco- 
nomical medical service will have to be good 
service, however, or it will become most ex- 
pensive, and a menace to the welfare of the 
community itself. 

As far as actual happenings having occurred, 
this has been a quiet year, but we have plenty 
of evidence that the present plan of practising 
medicine is being studied, evidence collected, 
and facts evaluated by lay organizations, with 
the altruistic claim of improving our medical 
service to the sick, which to them means insur- 
ance under federal control. It is claimed that 
since the economie depression, while the same 
high standards of medical practice exist, there 
are more people unable to pay for it, or more 
people that will require a long time to pay for 
it, so that the study of this phase of medical 
practice is an entirely proper thing, for it is 
universally admitted that there can be no pros- 
perity of nation or family without good health. 


The basie principle that must be borne in 
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mind is to provide adequate and skillful medi- 
cal care for all the people at a price that they 
ean afford to pay, and at the same time to 
secure for the doctor an income that will en- 
able him to keep himself professionally pro- 
gressive and physically fit. 

The medical profession should not leave the 
study of its activities and the furtherance of 
plans for improvement to lay bodies alone, but 
should, with open mind, study the situation 
themselves, for if it is true that a man thinks 
clearly only in the line in which he has been 
trained, the doctor should be able to plan the 
solution better than anyone else. 

The doctor has a bad reputation as a busi- 
ness man, but he is improving. There are ea- 
pable business men in the profession. 

In applying this discussion to New Hamp- 
shire, the industrial sections of the State have 
suffered from poor business and consequent 
short time employment and low wages, result- 
ing in many people with badly depleted bank 
accounts, and more on relief. 

The American Foundation asks us if we 
think any radical change in the present sys- 
tem of the practice of medicine is necessary or 
desirable in New Hampshire. Here the great- 
est part of the work of caring for the sick is 
done by the general practitioner, and all of the 
surgery and the majority of the cases of severe 
illness are cared for in hospitals. 

The people of New Hampshire are hospital- 
minded. More and more the hospital is being 
utilized. This is shown by the fact that New 
Hampshire has thirty-eight hospitals, well dis- 
tributed over the State; twenty of them are ap- 
proved or provisionally approved by the Amer- 
ican College of Surgeons. The hospital offers 
facilities for diagnosis and treatment of disease 
that cannot be duplicated in the home, and is 
of mutual benefit to both doctor and patient. 

We are living in a time when rapid changes 
occur. We have to keep alert and attuned to 
them or we find ourselves out of sympathy with 
conditions. It is said that prior to 1870 changes 
took place very slowly, and since then there has, 
been an ever-increasing rapidity of change in 
customs and thought. Medicine is bound to 
change with other customs. 

The family physician in the true meaning 
of the term is nearly extinct. It is unusual 
for a doctor to have a whole family that he can 
depend upon for patronage for any length of 
time, while some years ago it was not unusual 


for a physician to care for the family, their 
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children and grandchildren, and from this ex- 
perience to acquire facts that were valuable to 
him under certain conditions of disease. But 
under the modern conditions of easy, rapid 
transpor ation, telephones, hospitals and the 
vast inerease in medical knowledge, the public 
does not pin its faith on any one man. The 
family physician’s place has been taken by the 
general practitioner, who is, or should be, a 
diagnostician, and capable of guiding his pa- 
tient in serious or unusual illnesses to various 
specialists, and capable of evaluating the vari- 
ous opinions rendered by them. There is a 
common saying that 80 per cent of sickness 
can be diagnosed and successfully treated by 
the general practitioner alone, but obviously 
this means the vast number of minor ailments 
that recover quickly, for the majority of severe 
illnesses are treated in the hospital, where the 
patient can have the advantage of group con- 
ferences, laboratory, x-ray, and so forth. 


The hospital is the most remarkable institution 
that organized medicine has developed for treat- 
ing the sick,—one might say that the hospital 
is medicine, actually it is an institution in 
which the patient is assured of the best treat- 
ment available; at the same time it affords the 


‘ doctor an opportunity for case study, and con- 


ferences with his fellow staff members that re- 
sult in educational advancement to himself. 


Under the wise guidance of the American 
College of Surgeons the hospital has become an 
established factor in the community, which the 
average citizen accepts as a matter of course, 
much as he does his other civie privileges. The 
family physician of a few years ago did not 
care whether he had access to a hospital or not, 
while today people look to the more or less 
closely connected group surrounding the com- 
munity hospital for their medical care. No one 
wants to practice surgery or medicine who does 
not have access to a hospital, and the nearer a 
doctor can limit his practice to hospital and 
office, the more fortunate he is. Ineidentally 
the hospital enables the general practitioner to 
become a part specialist. This is an important 
thing, for every general practitioner should 
strive to know some branch of medicine better 
than others. He should excel in some one sub- 
ject, for the field of medicine is so vast and so 
complicated, that no one can hope to excel in all 
branches. 


But is obvious that the hospital and its advan- 
tages have added to the cost of sickness. This 
might not be so if the patient would be con- 
tented to accept his care on a necessity basis, to 
eliminate luxuries and consider essentials only. 
But we find that the ‘‘keeping up with the 
Joneses’’ attitude exists here even more than in 
other walks of life. Expensive rooms, too long 
a stay, private nurses, where a ward bed only 


is indicated, and the employment of costly and 
unnecessary methods of diagnosis. 

The essentials in a hospital are about as good 
for the poor as the rich. I have never found 
any great difference in the mortality rate of the 
ward and the private room. The objection to 
the ward is the lack of personal privacy, noise, 
visitors, and talk from other patients. Im- 
provement in hospital construction, according 
to C. L. DeMerritt, in the Atlantic Monthly 
for April, 1936, would be the construction of 
very small rooms, or two or three bed wards, 
that could be let at a reduced rate, and thus 
overcome the objections to the open ward as 
listed above. 

Many patients leave the hospital with empty 
pocketbooks, and even in debt to the institution 
itself. Of necessity they either ignore the doc- 
tor’s bill, which is usually very small in com- 
parison with the hospital charge, or put off the 
payment of it to the distant future. 


GROUP HOSPITALIZATION 


One out of every fifteen requires hospital 
care every year. That involves one-half the 
cost of medical care for the entire family. Sick- 
ness is a thing that the family never provides 
for in its budget. 

The greatest cost of sickness comes from cases 
involving hospitalization. It is obvious that 
hospitalization is a necessity in many cases. 
This being admitted, it would seem that the 
most practical way to reduce the cost of sick- 
ness is’ to reduce the cost of hospital bills. 

The plan of Group Hospital Insurance was 
presented to you some two years ago by Dr. 
Metealf, and was officially approved by the 
House of Delegates last year. Since then it has 
been studied and practical details elaborated by 
the Committee of Hospital Superintendents, 
Mr. James A. Hamilton, Chairman. The Com- 
mittee thinks well of the plan and believes that 
it should be put into operation. This is no ex- 
periment. It is successfully operated in many 
places in this country. It has been found that 
the plan succeeds best in thickly settled commu- 
nities, where there is a considerable cross- 
section of the population to enroll. So, in 
recommending the same for New Hampshire 
with its small population, I believe that group 
hospitalization, if adopted, must be inaugurated 
voluntarily by a few hospitals in different cities 
and towns as a purely local enterprise. If the 
scheme works out well, hospitals in other cities 
and towns will gradually be forced to fall into 
line, so that group hospitalization will even- 
tually become more or less statewide. I believe 
that this plan is the most practical that has so 
far been offered to reduce the cost of sickness 
to the low income group. I would recommend 


that effort be made to put this plan into opera- 
tion in the early future. 
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There are many other plans and experiments 
being conducted by medical societies in various 
parts of the country. 

The treatment of patients by groups, so 
formed as to cover the various specialties, saves 
duplication and the overhead is estimated to be 
reduced about 20 per cent. 

There is a plan in operation in Washington, 
D. C., that has the enthusiastic support of the 
medical society of that city, and is being 
adopted in some other large cities. It would 
not be practical, without considerable modifica- 
tion, in small cities and rural communities. 

This plan co-ordinates the medical resources 
of the District of Columbia, doctors, hospitals 
and dentists, with the aid of the Community 
Chest for the purpose of making adequate med- 
ical care available to all that need it at a price 
that they ean afford to pay. This recognizes 
three major situations—l. The care of indi- 
gents. 2. Cost of hospitalization and nurs- 
ing to nonindigents. 3. Payment of medi- 
cal services by small wage earners. 

1. The sponsors believe that the care of the 
indigent is a local obligation, state or county, 
not federal. 

2. The cost of hospitalization and nursing is 
met by a group hospitalization plan. 

3. Payment by small wage earners is ar- 
ranged through a bureau called ‘‘The Medical 
and Dental Service Bureau.’’ Here the bud- 
geting of the doctors’ and dentists’ fees is done. 
Arrangements are made by the Bureau in ac- 
cordance with the finances of the patient as 
mutually agreeable to both patient and doctor. 

We cannot deny that there is a great interest 
in socialized medicine in this country. Sick- 
ness insurance has been in force in leading Eu- 
ropean countries for some years. The coverage 
in England is limited and restricted to the 
lower scale of wage earners, while that in Ger- 
many is a very complete coverage. I under- 
stand that the German plan is the one in favor 
with those that are back of the movement in 
this country. There is a well-founded objec- 
tion on the part of American doctors toward 
compulsory health insurance. This is based on 
the knowledge that where this has been tried it 
has not worked out to the advantage of the 


doctor, or resulted in a better grade of service 
to the sick. 

Medicine, under state control, has many fea- 
tures that make the thoughtful man wish to 
avoid it. 

Looking at the situation from a different an- 
gle, as a matter of the prevention of disease, 
the Committee on Legislative Activities of the 
American Medical Association suggests : 


‘The social aspect of sickness connotes the 
broader problem not entirely medical. Adequate 
income provides for normal living and working 
conditions, and a reserve for emergencies. 

‘‘TInsufficient income and unfavorable em- 
ployment conditions reduce the family to a 
poor living level, with insufficient food, inade- 
quate clothing, unhealthful housing, bad psy- 
chogenie states. Subnormal health follows; 
less effective work is a consequence. 


**Sickness especially disabling, as tubereulo- 
sis, heart disease, arthritis, is much more fre- 
quent as a result of the above conditions. 

Absence of a reserve necessitates frequent 
expensive care in public institutions. Disability 
creates partial or complete dependency. 

‘*Medical care cannot elevate the individual 
to normal health and effective work when un- 
favorable living conditions make this impos- 
sible. 

‘*Sufficient income for normal living to re- 
duce sickness would be more effective than a 
few weeks of medical service after chronie dis- 
ease and permanent disability are established.’’ 


If our well-wishers, the Government, sociolo- 
gists and philanthropists could stimulate busi- 
ness to an activity where there was a real de- 
mand for labor, with high wages, the pur- 
chasing power of the masses would be restered, 
and the problems incident to poverty would 
cease to be troublesome. If it is necessary to 
change or modify our present plan of practic- 
ing medicine so as to distribute the cost of 
medical care from the individual to the group, 
the plan should be in charge of the medical 
profession. If economic conditions do not im- 
prove, it is apparent that some change will have. 
to be made. The matter is of enough impor- 
tance to merit your thoughtful consideration. 


THE IRRITABLE COLON: DIAGNOSIS AND TREATMENT BY 
THE GENERAL PRACTITIONER* 


BY J. DUNBAR 


HE purpose of this discussion is to empha- 
size the importance and prevalence of the 
condition, ‘‘Irritable Colon,’’ to call the general 
practitioner’s attention to the necessity of rec- 
ognizing and treating the condition in its early 
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stages, to make some suggestion as a means of 
diagnosing the condition without the help of 
elaborate laboratory apparatus, and to offer a 
method of therapy applicable to ambulatory of- 
fice practice. 

We are considering a very common condition, 
which, although often unrecognized and there- 
fore often mismanaged, is easily diagnosed if 
the physician will only remember to keep it in 
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mind as a possibility. A great deal has been 
written on this subject during the past months, 
but it has been too often presented from the 
standpoint of hospital diagnosis and therapy. 
The contention of this review is that if recog- 
nized and treated early, the irritable colon can 
and should be handled adequately by the gen- 
eral practitioner in his office. 

Colon difficulties are common, and of all the 
colon ills, the one discussed in this paper is the 
most common. Approximately four per cent 
of the patients treated in my office during the 
past two years have had irritable colons. If 
you stop to consider the various complaints, in- 
cluding everything from a common cold to ad- 
vanced carcinoma, which bring the patient to 
the office of a general practitioner, you will 
probably agree that four is a percentage high 
enough to make the condition warrant consid- 
eration. Its prevalence has been recognized 
in reports in the literature. Jordan and Kiefer’ 
find that thirty per cent of three thousand ad- 
missions to the Gastro-Intestinal Service of the 
Lahey Clinic were proved cases of unstable 
colon. A large percentage of patients who come 
to the physician’s office with vague abdominal 
symptoms associated with a neurosis; who are 
given some type of pill and sent away, could 
then be greatly relieved if properly treated for 
irritable colon. 

As stated above, most of the attention which 
has been called to the subject has been along 
the lines of hospital treatment and therapy. 
The case which reaches the hospital or large 
clinie is, as in all other conditions, usually more 
advanced and of longer standing. We are em- 
phasizing more and more the importance of 
early diagnosis and preventive therapy in all 
pathologic processes. Why should it not be 
of just as much importance in this condition, as 
it is one which is so common and one which is 
apt to progress if not treated intelligently? Be- 
cause of the etiologic factors associated with 
the disease, its early diagnosis and treatment 
seem to be most important. It appears to be 
generally conceded that there are two very im- 
portant factors in the production of this dis- 
order, namely, the neurotic background and the 
cathartic habit. Probably the more important 
is the neurotie background. 

Eggleston? concludes that the unstable nerv- 
ous system is the most prominent etiologic 
factor. Laus* describes a so-called irritability 
threshold determined by the individual’s make- 
up and exaggerated by irritants. Jordan‘ also 
finds a very definite relation between unstable 
colons and a neurosis. There is a tendency to 


a nervous imbalance in the individual which is 
exaggerated either by psychie or physical irri- 
tants. 

The most important physical irritant is the 
cathartic. 


The cathartic habit is the result 


largely of pernicious advertising which, as 
Hurst® aptly expresses it, ‘‘accuses the colon 
of ills it never commits’’, and the result of mass 
suggestion from constant reading about the dis- 
astrous effects of intestinal intoxication is that 
most of the lay public and many of the medical 
profession join in the slander. The already un- 
happy colon is whipped into an enraged and 
stubborn state. If the case is allowed to pro- 
gress untreated, the digestive and bowel dis- 
tress may cause a neurosis and constipation 
which, following the taking of ecatharties, cre- 
ate vicious circles which tend to make the case 
much more intractable. 

As to the method of diagnosis the most im- 
pertant conditions are the history and evalu- 
ation of the patient’s general make-up. Physi- 
cal examination is of some help, and labora- 
tory examination is of great help if it can be 
employed. However, as this is a condition 
so universal and as many practitioners have 
not the advantage of x-ray equipment, I would 
like to call attention to the fact that, al- 
though the x-ray is an invaluable aid in diag- 
nosis, it is not essential. Almost all articles 
in the literature make the statement that every 
case should be thoroughly x-rayed. I feel 
that this is true certainly of hospital practice, 
because, in most of these cases, symptoms are so 
advanced that an x-ray examination is neces- 
sary in order to rule out associated conditions, 
particularly the malignancies. However, if a 
roentgenographie examination cannot be made, 
the physician should recognize and treat the 
condition intelligently rather than give cathar- 
tics and thereby aggravate the symptoms. 

As we know, the colon is enervated by the 
two parts of the autonomic nervous system. 
The parasympathetic, originating chiefly from 
the cranial nerves, has a pressor action upon 
the intestinal tract; and the sympathetic, orig- 
inating from the spinal nerve roots, has a de- 
pressor effect. These two systems are very del- 
icately balanced, and this balance 1s quite easily 
upset in the individual of unstable nervous tend- 
encies. The disturbance of this balance pro- 
duces the syndrome exemplified by the patient 
of unstable nervous make-up who gives a his- 
tory of constipation or diarrhea, vague abdom- 
inal discomfort or pain associated with gaseous 
distress. In more extreme cases, nausea and 
vomiting, and often anorexia and loss of weight 
oceur. The symptoms which brand the patient 
as being one of those individuals of unstable 
nervous balance are too legion to be enumerated ; 
among them, however, may be mentioned ver- 
tigo, depression, headache, fatigability, insom- 
nia, irritability, and palpitation. Another point 
which has, I think, not been stressed enough is 
the fact that a large percentage of these indi- 
viduals suffer from attacks of migraine. This 
headache is quite apt to occur in the early 
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morning; in fact the patient usually awakens 
with a headache which is often associated with 
nausea and vomiting. Kiefer® has called at- 
tention to this, saying that migraine is fre- 
quently associated with constipation; and al- 
though the migraine patient may or may not cor- 
respond to one with the typical type of spastic 
colon, the association is too frequent to be mere- 
ly coincidental. 

Physical examination sometimes reveals ten- 
derness over parts of or the entire colon. Occa- 
sionally a rope-like sigmoid may be palpated. 
Other than these findings, the physical exami- 
nation is valuable chiefly in ruling out other 
disorders. 

We will not go into the x-ray findings. Suf- 
fice it to say that the barium meal and barium 
enema give interesting and valuable diagnostic 
aids. 

As to treatment, I would like to emphasize 
first and foremost that as the two most defi- 
nitely established etiologie faetors of this condi- 
tion are nervousness and bowel irritants, the 
treatment should primarily attack these two 
causative factors. 

Dunham’ states in speaking of mucous colitis, 
which is so often associated with this condition, 
that re-education for the purpose of drawing 
the patient’s attention away from the bodily 
functions is the sine qua non: Unless the pa- 
tient can be made to understand that he has no 
serious organic disorder and that his disorder 
is curable largely by his own effort, your 
psychotherapy will be unavailing. 

I usually, in the beginning of the treatment 
of these cases, plan to give at least one-half to 
one hour’s ‘‘pep talk’’, during which time I 
first emphasize to the patient that there is no 
indication or evidence of severe organic disease. 
I consider this first step to be of utmost im- 
portance. Next I try to give him some idea of 
just what his condition is, even explaining in 
most cases by diagram the nervous control of 
the intestinal tract, and then I emphasize the 
importance of not distributing this delicate 
nervous balance. This explanation usually does 
two things: it obtains the patient’s confidence 
by showing him that you do not consider him a 
faker or malingerer, and, secondly, it proves to 
him the inadvisability of the prolonged use of 
eathartics. I next emphasize very completely 
to the patient that his habit of taking laxatives, 
which may run back over a period as long as 
fifteen years, must be stopped completely and 
abruptly. To do this it is necessary, as stated 
above, to show the patient why, and it is also 
necessary to convince him thoroughly that bowel 
movements are possible without cathartic stim- 
ulation. This is usually much easier than it 
would appear. 

Psychotherapy along general lines is inval- 


uable. Teaching these people how to live and 
how to control the emotional imbalance and the . 
removal of all possible emotional irritants is 
important, It is sometimes possible practi- 
cally to cure cases with this alone. 

Although these psychic problems are of ut- 
most importance, habit formation, diet, and 
some medication are invaluable.’ have 
adopted the plan of giving the patient numer- 
ated written instructions to be followed im- 
plicitly. For the sake of brevity i will give 
these now, and they will be self-explanatory. 
They are as follows: 


1. Take no enemas or laxatives. 

2. Drink two glasses of warm water at bed- 
time and two on arising, and drink as much 
water both with and between meals as possible. 

3. Establish a definite bowel habit by going 
to the toilet immediately after breakfast every 
morning and remaining there for at least 
twenty minutes regardless of whether the 
bowels move. 

4. Follow the diet list carefully and report 
in one week for a change in diet. 

5. Take fifteen drops of tincture of bella- 
donna in one-quarter of a glass of water, in- 
creasing one drop per dose each day until symp- 
toms of dryness of the mouth or dilatation of 
the pupils occur. If these occur, report back 
for change in dosage. 

6. Take two teaspoonfuls of parapsyllium 
(white medicine) every morning and every 
night until a change of dosage is ordered. 

7. Arrange your activities so that it will be 
possible to get at least forty-five minutes com- 
plete relaxation in the middle of the day. By 
this I mean lying flat and as relaxed as possible 
on a bed or couch. 

8. Purchase one pint of cotton-seed oil, and 
if bowels do not move during the day, instill 
one-half a glassful of warm oil into the rectum 
before retiring and allow it to remain until 
morning. 


After giving the above instructions it is a 
very good idea to discuss them individually 
with the patient; for instance, it is quite neces- 
sary to explain to them that it is possible for 
them to get along without the use of enemas 


and laxatives. Unless this is very forcibly im- 
pressed upon their minds they will continue in 
the cathartic habit. 

In the second paragraph of these instructions - 
emphasis is laid upon the drinking of water. 
It will be found that a great many of these 
patients drink relatively very small quantities 
of water, and the addition of large quantities 
of water to their diet will in itself contribute 
toward making the stools much less con- 
stipating. 

There is a certain per cent of these individ- 
uals whose occupation is such that they have 
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never formed a regular bowel habit routine. 
They have for a long time neglected the reflex 
stimulation of a full rectum, thus lowering the 
‘threshold ta such a degree that they do not re- 
spond to this normal stimulus. The formation 
of a regular bowel habit, as explained in the 
third instruction, is of great value to these 
people. 

The diet list is quite an important feature of 
the treatment. It is made up of nonirritating, 
low residue foods with the idea of producing as 
little irritability of the bowels as possible. I 
begin with a strict bland low residue diet with 
vegetables puréed. 

The use of belladonna seems to be quite 
rational in that its action in paralyzing the 
parasympathetic nerve endings is of great value 
in correcting the imbalance which exists be- 
tween the parasympathetic and the sympathetic 
divisions of the autonomic nervous system. 
vo on the theory that different patients exhibit 
different tolerances to the drug and therefore 
start on a small dose, increasing it until actual 
physiologie effect is obtained. There is an- 
other reason for giving belladonna, and that is 
that when given in large enough dosage, it also 
has a tendency to increase thirst, and therefore 
facilitates the intake of water. 


Some authorities will disagree with me in the 
use of the mineral oil psyllium seed mixture, 
saying that mineral oil has a tendency to be a 
bowel irritant. I have not found this to be the 
case When used in the above dosages. In office 
practice where it is not possible to check up on 
the patients as to the taking of enemas or lax- 
atives, it is important that we get immediate re- 
sults. If the patient finds that he has no bowel 
movements after a period of three or four days, 
he will most probably turn to some type of 
laxative. By giving parapsyllium, this danger 
is partially removed. It is my practice to re- 
duce this dosage within a period of four days, 
and continue gradually to reduce the dosage so 
that within a period of ten days to two weeks 
it becomes unnecessary for him to take this med- 
ication. It is found that, after suddenly reduc- 
ing the bulk of the diet, as is done when the 
patient is put on a low residue diet, there is 
not sufficient bulk in the intestinal tract to pro- 
duce a normal bowel movement. The parapsyl- 
lium is given with the idea of making up this 
bulk in a bland, nonirritating mixture. As the 
dosage of this is reduced, the bulk is gradually 
made up by adding slightly more residue to the 
diet in the form of lettuce, celery, and stewed 
fruits. As the case progresses, the diet is fur- 
ther changed by the addition of vegetables of 
higher residue or by the discontinuation of the 
necessity of using purées. 

The seventh instruction as to relaxation is 
very necessary. In hospital practice this is taken 


care of by bed rest. In treating the ambula- 
tory case, the actual rest in the middle of the 
day seems to be of great value in reducing the 
accompanying nervous tension. 

In some cases it will be found that the pa- 
tient does not immediately respond to therapy 
and that the bowel movements are unsatisfac- 
tory during the first week or two weeks of treat- 
ment. The use of the cotton-seed oil rectal in- 
stillation often facilitates a normal bowel 
movement without producing untoward irrita- 
tive effects. 

Of course there will be many cases met with 
that offer individual problems and the care of 
which necessitates individual changes in the 
above therapy, but, as a general rule, the above 
therapeutic plan will fit every case with minor 
changes. This plan of therapy has been of great 
help to me and has almost unfailingly pro- 
duced excellent results. No group of patients 
has been more appreciative than have these 
colon cases. 

Summary: 1. The condition, irritable colon, 
is a very common one in office practice. 2. Di- 
agnostic suggestions applicable to general office 
practice without elaborate laboratory apparatus 
are presented. 3. A method of therapy which 
I have found to be of great value is discussed 
in detail. 
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DISCUSSION 


PRESIDENT Appotr: The discussion of this paper 
will be opened by Dr. Clarence O. Coburn of Man- 
chester. 


Dr. CLARENCE O. CosurN: I think that Dr. Shields’ 
paper is very opportune. In fact, my experience 
during the past four or five years shows that this 
condition is becoming more prevalent than I had 
noticed before. Perhaps I was not so keen on 
making the diagnosis previous to that time, but it 
seems to me that it is mostly due to the stress, 
strain, worry, hurry and the methods of modern 
life caused partly by the depression. 

I think another element that enters into the sit- 
uation is fear. People nowadays have the phobia 
because of radio and newspaper advertising. 

Another thing that produces fear and worry in 
these cases is the idea many people have, gained 
from literature and faddists, that they should have 
five or six movements a day, and that if they don’t 
they will get intestinal toxemia. I think that bug- 
aboo has been played to the limit. My experience 
has been that those who have one normal move- 
ment a day are much more healthy than those who 


have two or three. 
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As Dr. Shields has stated, it may be any condi- 
tion in the gastrointestinal tract, with nervous 
symptoms and imbalance. I have often come in 
contact with the fact that many times people lay 
the beginning of their troubles to intestinal grippe; 
they think that is the cause of the difficulty. 

The physical examination, as Dr. Shields has told 
you, does not generally show very much. The 
thing that I have found most constant is a tender 
cecum, or tenderness along the colon. I generally 
do a rectal examination, because I have found 
many of the cases of rectal irritation that way, with 
perhaps a fissure. There may be an element there, 
whether it is the cause or the result I am not 
sure, but I think it is the result of taking cathar- 
ties and of constant irritation around the anus. 

In making a diagnosis of irritable colon, I think 
it is really a process of elimination. It seems to 
me to be an elimination of all other conditions 
which may happen in the intestinal tract. These 
conditions have often been misinterpreted. I have 
treated a supposed case of duodenal ulcer, without 
x-ray finding, which proved later to be an irritable 
colon. I think that is quite apt to be the case. 
They simulate some other condition. 

In the treatment, I agree entirely with the doc- 
tor’s methods. Regulation in life is the prime es- 
sential, that is the method of living. In these days 
of hurry and scurry to get a livelihood, many do 
not take the time to have a regular bowel move- 
ment. Many are so worried and depressed at the 
time of meals that they do not take the time to 
eat properiy. Further I believe that rest after a 
meal is very essential, and also the elimination of 
all aggravating factors, such as tea, coffee and 
tobacco. Focal infections may also be undermin- 
ing the patient. 

As to the medication, I do not think it makes 
much difference what kind of emulsion is used; 
anything that is a soft and nonirritating lubricant 
seems to me to be sufficient. 

In regard to the use of belladonna, I think that 
it is very valuable. I often supplement this with 
small doses of phenobarbital. These prescriptions 
cannot be refilled, and I so mark them for the at- 
tention of the druggist. The druggist will not 
refill these prescriptions unless the patient has 
been back to the physician to be looked over again. 

There is just one other thing I wish to say that 
may not appeal to all of us. I have seen many cases 
operated upon for many different intestinal condi- 
tions. Appendicitis is the most common. After the 
rest and the diet which the patient has in the hos- 
pital following such an operation, he generally im- 
proves, but in several months, he is right back again 
in the same condition. I think that we should be 
very careful about that, and have a diagnosis es- 
tablished before operation. 


‘ 


PRESIDENT AspoTT: This paper will be further dis- 
cussed by Dr. Fred E. Clow of Wolfeboro. 


Dr. F. E. Crow: Dr. Shields is to be congratu- 
lated on the attitude he takes toward the victims of 
a disease with a new name, who have haunted the 
consulting rooms of doctors for years. Axel Munthe 
describes with gusto his management (for his own 
pocketbook) of the rich women of Paris who had 
colitis. Each generation has furnished its own 
name for the same old disease. The approach to its 
treatment by younger men is evidence of the fact 
that they recognize its etiology and its dependence 
on the nervous system to a great extent. 

Constipation, well-nigh universal among women, 
with pernicious cathartic drug habits grafted on a 
maladjusted personality, is sufficient to produce a 
train of most annoying and disabling symptoms. 
During the last few years it is. obvious that high 


roughage diet has increased the severity and it 
would seem the frequency of these difficulties. 

Nothing can approach transduodenal lavage with 
hypertonic solutions for relief of the migraine that 
so often goes with an irritable colon. The thor- 
ough cleansing of the entire intestinal tract is the 
most effective method of starting right. Fluoro- 
scopic examinations of the colon are important. 
The importance of this has been stressed in connec- 
tion with a study of the patient’s face. Hospital 
treatment, unless one is ready for a long campaign, 
is dangerous. These are the people who easily be- 
come habituated to a nursing routine from which 
it is difficult to dislodge them, unless one is an ex- 
pert in psychotherapy. 

Occurring as it does always in brain workers, 
school teachers, lawyers, and women with too much 
time and tco few children—those, to quote Trice, 
“individuals of ambition with keen desires, and 
among those who grieve and fret,’ the etiology 
must never be forgotten. The origin of the irrita- 
bility must be sought not in the intestinal con- 
tents, not in the bacterial growth, but in the mind 
and brain of the patient. 


PRESIDENT ABBOTT: The paper is now open for 
general discussion. 


Dr. Louis C. AGerR: We have, at present, in the 
hospital at Rutland, a general medical service which 
has been recently established. All those patients 
coming in’ on that service go through my hands. 

I noticed that the last speaker seemed to con- 
fine his remarks to women and to brain workers. 
We don’t get brain workers in the Veterans’ Hos- 
pital nowadays, to any great extent. We are nat- 
urally getting the down-and-out man, who has lost 
his job, and a large percentage of permanent dere- 
licts. The high percentage of gastrointestinal le- 
sions which we get, and which are so largely, as 
has already been said, purely a neurotic condition, 
is astonishing. 

Of course, we have every facility there for x-ray 
work. 

No man ever has chronic pain and tenderness in 
his stomach without a study by barium, if there is 
the slightest occasion for it. 

I have lost my faith, to a considerable extent, in 
gastrointestinal x-rays. We almost invariably find 
a lesion of some sort. We have had particularly 
strange results on the question of duodenal ulcer. 
Apparently deformity or absence of the cap is the 
rule rather than the exception. It is the same way 
in the colon. We always get, with these patients, 
a rapid emptying of the colon. 

The condition, we accede, is partly due to mal- 
nutrition, to improper or irregular food, together 
with emotional stress. But are there actual path- 
ologic changes in all or may mere functional changes 
give the same effect? 

These patients are all men, from thirty-five to 
forty-five years of age, in most instances. They 
are not brain workers. But mental strain will do 
most anything to anybody. 

The reader of the paper did not distinguish, while 
I was here, between a mucomembranous colitis and 
an irritable colon. We don’t see this condition 
in these men, but we do see many instances of 
spasticity of various sections of the gastrointestinal 
tract. 

I should like to ask the reader of the paper if 
there is any real reason for shifting over from psyl- 
lium seed to agar, whether there is any particular 
difference, or just because the psychologic effect is 
good. 

I have never seen the logic of the treatment of 
putting agar into the mineral oil. The agar is used 
to create a soft mass which will irritate, but some- 
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what dilate an irritable intestine which is often 
spastic. It seems to me the logical way is to get 
that dry and give the mineral oil to separate it. 
One other point to be borne in mind is that you 
cannot tell all of these patients to drink all the 
water they can drink; they have a mental bias 
against this. Perhaps you don’t meet that trouble 
outside, but I have seen it repeatedly in the hospital. 


PRESIDENT ApBpoTT: Is there further discussion on 


this paper? 


Dr. STEVENS of Manchester: I would like to say 
« few words on Dr. Shields’ excellent article, from 
a psychiatric point of view. In a general psy- 
chiatric practice, we find that almost every neurotic 
and near-psychotic patient has some sort of an in- 
testinal problem. The situation seems to tie up 
with the inability to make a success at the higher 
reality level. 

If we consider the normal development of the 
aggressive impulse in each individual, we find that 
in early childhood, it flows through, in infancy, the 
mouth level, and goes on, to the bowel level; so 
that the accomplishment of the infant in biting and 
taking in food at a later date is the accomplish- 
ment in the nursery of evacuation. The child comes 
to learn that society puts a certain value on excre- 
tion, and the mother is usually very well pleased if 
the toilet requirements are met. 

Later in life, of course, the aggressive impulse 
fiows over into expressing itself in marriage, the 
birth of children, and, in the man, in the support 
of his family and the accomplishment of success. 

When, for any reason, the individual fails to ac- 
complish success at the reality level, perhaps due 
to the general depression or due to certain inherent 
difficulties in his own make-up, we frequently find 
that there is a going back to the bowel level, for 
the purposes of accomplishment. It is as though 
the individual retreats from a reality level and fix- 
ates on the bowel level, and, at that level, tries to 
solve all his difficulties. 

The irritable colon seems to stress, more than 
anything else, an inherent constipation tendency, 
which has, unconsciously, a very strong self-preserv- 
ative value. Now, that may sound rather silly, 
but the average neurotic, under psychotherapy, does 
place a certain value from the supportive sense on 
retention and you find, growing out of that same 
tendency, the habit of miserliness; also the habit 
of playing the game of life pretty closely. These 
people are usually very formal; they are not gen- 
erally aggressive, and not the sort of people who 
take a chance. 

The constant worry over cathartics, of course, 
relates to the social conscience which is against the 
retention. Most of these cases can be traced back 
to an overemphasis on the toilet function in the 
hursery, with a mother who was very vigorous, in- 
deed, in her training methods, or else one who was 
extremely lax. 


PRESIDENT ABBoTT: Because we are running a little 
behind our schedule, I am going to call upon Dr. 
Shields to close the discussion. 


Dr. SHietps: This has been a most valuable and 
interesting discussion of my paper, and I appreciate 
what has been said very much. It is a subject 
which is so broad and which takes in so many de- 
tails that of course it cannot be discussed com- 
pletely in the length of time allotted here. 

There were some points brought out which were 
of very great interest to me. For instance, Dr. 
Ccburn’s observation that so many of these people 
have been operated upon has always been of great 
interest to me because of the fact that we find so 


many of them coming in with irritable colons who 
have had a whole series of operative procedures, 
with a return of their symptoms after discharge 
from the hospital, and, not only a return of symp- 
toms, but usually an exaggeration of symptoms after 
each successive operation. That is one of the worst 
things in the world that we can do for them, to 
increase the psychic and emotional trauma by any 
kind of operative procedure. That is why the con- 
dition should be emphasized more completely and 
why the medical profession should know more about 
it. 

Dr. Coburn also emphasized the fact that you have 
to treat the patient as a whole; that is, to take in 
all of the different reasons why the individual had 
these difficulties. 

Dr. Clow emphasized the fact that a high roughage 
diet and the propaganda put out by the producers 
of foods have had so much to do with the produc- 
tion of this disorder, as well as the propaganda 
put out by the manufacturers of the different types 
of candy laxatives, and that they have all contributed 
toward a further irritation of the already irritable 
colon. 

As to the question of why an individual who is 
not a brain worker has this condition, we do see it, 
probably more frequently in women, and we do see 
it more frequently in the brain worker, but I think 
probably the reason Dr. Ager sees so much of it is 
that he is dealing with people who do not have 
jobs, and who have nothing to do but think of them- 
selves. That is the reason why he finds the condi- 
tion so prevalent among the men that he sees; he 
has a type of man under his care whom we couid 
expect to develop some condition of this sort. 

The question of the choice of medication to give 
in the way of increasing the bulk of the bowel 
movements is purely a matter of personal choice. 
I think anything, agar just as well as psyllium seed, 
or any type of mixture used, is perfectly all right, as 
long as there is no added laxative. A great many 
of those preparations have added to them cascara, 
phenolphthalein, or something of that sort; these 
should not be used. It is purely a matter of per- 
sonal choice as to which type of proprietary prep- 
arations are used to increase the bowel bulk. The 
ideal situation, of course, is not to use any type of 
medication and to get your patient, as quickly as 
possible, back to normal bowel function. 

With the addition of roughage in the form of 
food, such as cooked fruits, cereals, lettuce or some- 
thing of that sort, the condition may be brought 
more nearly to normal. 

I am particularly glad that Dr. Stevens discussed 
this paper because the neurotic side of these in- 
dividuals is, after all, most important. A _ great 
many times, I feel that I would give anything to 
be able to put these different individuals under the 
care of a competent psychiatrist. Unfortunately, we 
can’t place them all under the care of the psychia- 
trist, and we have to do as much as we can for 
them along that line. I am particularly glad that 
he did discuss this phase of the problem and that 
he gave us some idea of the way in which their 
difficulties react upon their intestinal tracts. 


RECENT DEATHS 


E. JOHNSTON, M.D., a res- 
ident of Portsmouth for two score years, died at his 
home there on June 29, 1936, after a long period of 
failing health. He was seventy-three years old. 

A graduate of the Dartmouth Medical School, Dr. 


Johnston practiced for several years in Norway and 
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Brunswick, Maine, before moving to Kittery, forty- 
three years ago. He established residence in Ports- 
mouth in 1895. 

During the World War he served at Chickamauga 
Park, Georgia, as a Captain in the Medical Corps. 
He was a Mason, an Elk and a member of the Ports- 
mouth and New Hampshire Medical Societies. 

Dr. Johnston is survived by his widow, Mrs. Mary 
Noonan Johnston, a brother and three sisters. 


STOKES — Duprey L. Strokes, M.D., one of the 
oldest practicing physicians in Rochester, died at his 
home there on June 25, 1936, of a heart attack. 

Dr. Stokes was born in Freedom, N. H., in August, 
1866, the son of Stephen and Esther (Mills) Stokes. 
He attended the public schools there and later 
graduated from the New Hampton school. He then 
attended the Dartmouth Medical School, from which 
he was graduated in 1888. 

Upon graduation from the medical school, Dr. 
Stokes opened an office in Goffstown, N. H. He re- 
mained there for a little more than a year, during 
which time he married Miss Sarah Tyler, of Free- 
dom. In 1891, he moved to Rochester and practiced 
there until the time of his death. 

Dr. Stokes was a member of the Strafford Coun- 
ty, the New Hampshire and American Medical <As- 
sociations, the Dover Medical Society and the New 
Hampshire Surgical Club. He was also a 32nd de- 
gree Mason and a member of the Eastern Star. 

Dr. Stokes is survived by his wife, Mrs. Sarah 
Stokes, and three children, Elizabeth, Dr. Leroy T., 
and Dr. Samuel H. Stokes, a dentist. 


DOWNING — T. Downine, M.D., was born 
on October 22, 1877, at Hanover, N. H., the son of 
Lucien B. and Martha (Taylor) Downing. He was 
educated in the public schools of Hanover and at 
Kimball Union Academy in Meriden. He continued 
his education with an academic course at Dart- 
mouth, graduating with the class of 1900. He then 
entered the ‘Dartmouth Medical School. For a year 
he served as an interne in the Mary Hitchcock 
Hospital in Hanover and then moved to Barrington, 
where he practiced for two years. From there, he 
moved to Littleton, where he enjoyed a large prac- 
tice up to shortly before his death on June 25, 1936. 

In 1803, Dr. Downing took as his bride Miss Mabel 
Moore, of Plymouth, Vermont, and to them were 
born two sons, Everett and Allan. 

On October 28, 1921, he was made a Fellow of 
the American College of Surgeons in recognition of 
the work he was doing at the Littleton Hospital. 

Dr. Downing was a member of the New Hamp- 
shire Medical Society. Fraternally, he was a mem- 
ber of Burns Lodge, Free and Accepted Masons, of 
Franklin Chapter, Knights Templars and of the An- 
cient Order of the Nobles of the Mystic Shrine and 
the Consistory. He was also president of the Lit- 
tleton Hardware Company, a director of the Little- 
ton Savings Bank and president of the Building and 
Loan Association. 


WATSON—Mavrice M.D., aged sixty-two, 
a prominent Manchester physician, died at his sum- 
mer home in Gilmanton on June 22, 1936. 

Dr. Watson received his A.B. degree from Dart- 
mouth College in 1897 and his M.D. from the Dart- 
mouth Medical School in 1901. He was registered 
to practice in the State of New Hampshire the same 
year. 

Dr. Watson held membership in the Manchester 
Medical Association and was a former member of 
the New Hampshire State Society. He was a Ma- 
son and a Shriner. A staunch Democrat, he was ac- 
tive in politics many years ago and at one time rep- 
resented Ward 6 on the aldermanic board. 
Survivors include his widow, Mrs. Martha (Par- 
sons) Watson, and two sons, Henry P. and William 
H. Watson, all of Manchester. 

LITTLE — Cuartes S. Lirrir, M.D., for the last 
twenty-five years Superintendent of Letchworth Vil- 
lage, a state hospital for the feeble-minded, four 
miles from Haverstraw, N. Y., died at his home 
there on June 6, 1936. 

Dr. Little was born on February 12, 1869, at Web- 
ster, N. H. He was graduated from Dartmouth Col- 
lege in 1891. After his graduation he was civil en- 
gineer for two years, then he returned to Dartmouth 
to receive a medical degree in 1896. In 1933 he re- 
ceived the degree of Doctor of Science from his 
Alma Mater. 

Dr. Little went to Letchworth Village from La- 
conia, N. H., where he had been Superintendent of 
the State School for Feeble-Minded for several years. 
Previously he had been at the Tewksbury (Mass.) 
General Hospital and the Taunton (Mass.) State 
Hospital and the McLean Hospital near Boston. 

Dr. Little was married twice. His first wife was 
Miss Tertia Wilton, of Hamilton, Ont., who died in 
1913. In 1919, he married Miss Daphne Perkins, of 
Moores Corners, Mass., who survives him. He also 
leaves a daughter, Miss Barbara Wilton Little, and 
a son, Dr. Sherman Little. 

Dr. Little was a member of the New Hampshire 
Medical Society, and the Belknap County Medical 
Society. 


NORTON — Daniet C. Norton, M.D., died at his 
home in Manchester on July 4, 1936, after a linger- 
ing illness. He was in his fifty-fifth year. 

A native of New Britain, Conn., Dr. Norton was 
graduated from Dartmouth College in 1904 and from 
the Dartmouth Medical School in 1907. A year of 
internship at the Boston City Hospital was followed 
by a year of study and clinical work at the Eye and 
Ear Infirmary in Boston. 

In 1909, Dr. Norton established his residence in 
Manchester, where he remained until his death, 
building up one of the largest practices in the State 
and establishing a widespread reputation in his 
chosen field. 

He was a member of the Manchester Medical As- 
sociation, New Hampshire and New England Medi- 


He is survived by his widow and two sons. 


cal Societies, the New Hampshire Surgical Club and 
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: the New England Oto-Laryngological Society and of| College of Physicians and Surgeons of Boston in 
- the staffs of the Elliot and Balch Hospitals. 1899. He began his medical profession in Falmouth, 
In. 1909, Dr. Norton was married to Miss Susie G.| Mass., and, thirty years ago, moved to Hillsborough, 
| Dowd, of Athol, Mass., who survives him, as do a|N. H., where he remained until the time of his 
- son, Russell, and two daughters, Elizabeth and} death, on June 20, 1936. 
il Natalie. Dr. Bailey was a member of the New Hampshire 
p Medical Society and the American Medical Asso- 
BAILEY — Georce S. Battey, M.D., was born in | ciation. . 
r Wilton, N. H., on April 20, 1868, the son of Marcus He is survived by his widow, Mrs. Anna M. 
f and Helen Melita (Thompson) Bailey. He attended | Bailey; a son, Morton S. Bailey, of Rome, N. Y.; 
\- Hancock Academy and was graduated from the|twin grandchildren, and three sisters. 
)- DO YOU KNOW ABOUT THE VOLTA BUREAU?|]is on the reading table of many physicians. 
“We consulted several specialists, and all of them 
n . for them. Lists of such pamphlets and sample 
of our problem.” Thus the mother of a small deaf copies of the magazine will be sent free of charge. 
child wrote to the Volta Bureau. The sentence|.1,, voita Bureau is located at 1537 35th Street, 
‘t might be quoted verbatim from many letters writ- N. W., Washington, D. C. 
1. ten by parents of deat or hard of hearing children, 

or by of hearing MAGGOT STUDY YIELDS NEW FACTS ON UREA 
1e Tae that prevent and Digging deeper into the recent mystery of how 
it is incurable comes with the force of a major ‘ lpia 
calamity. It is so crushing in its effect that some- 
thing positive in the way of help must be offered 
th bility that urea, a well-known and widely distributed 
self. The parents of a deaf child must be told that 

‘is for this remarkable healing produced by maggots 
cessfully educated, and that this education may be é 
begun at home immediately, even if the child is not]. investigating this subject 

more than two years old. The parents of a child and Ani- 

mals, Bureau of Entomology an ant Quarantine. 

rs. He announced last year the discovery of allantoin 

3.) in maggot excretions. He now finds that urea is 

pure synthetic chemical by itself induces the same 
as The Volta Bureau was established for the PUT-|) .aling as maggots or allantoin. These preliminary 
in pose of furnishing all this information to those who observations, of course, must be supplemented by 
of ask for it. Its services are free. Alexander Gra-| saqitional clinical tests by competent physicians— 
iso ham Bell, the son of a hard of hearing mother, the|.nq this is outside the scope of the Department’s 
nd husband of a deaf wife, the lifelong friend of every-| investigations. 
one handicapped by deafness, used the money re-| jp an article appearing in the August number of 
ire ceived as a prize for inventing the telephone to|the American Journal of Surgery,* Dr. Robinson 
cal found the Volta Bureau so that anyone confronting | cites case histories provided by physicians, sur- 
the problems of deafness might be assured of helP.| pons and dentists, who have used urea solution in 
Advice is given as to schools and preschool train-| tne treatment of osteomyelitis, gangrene, old ulcers, 
his ing, lip reading instruction, hearing aids, social con- stubborn wounds, infected burns and nonhealing 

/er- tacts, psychological difficulties. While the Volta gums and tooth sockets. The reports are encour- 
Bureau is not equipped to do employment service, | aging. If borne out by subsequent clinical tests, 

vas it gives information in regard to the fields of ac-| pr Robinson's discovery will be of great impor- 

om tivity that are open to the deaf and the hard of| tance to the medical profession. — Bulletin, U. S. 

of naaring. Dept. of Agriculture. 

-_ The Volta Review, a magazine for parents and 
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CASE 22341 


PRESENTATION OF CASE 


First Admission. A nineteen year old native 
factory girl was admitted complaining of epis- 
taxis. 

Seven years before entry the patient had a 
sudden attack of right-sided and lower mid- 
abdominal pain for which an appendectomy was 
performed. The appendix, however, was normal 
and she was treated in the hospital for nine 
weeks for what was said to be ‘‘pus in the 
urine’’. Cystoscopy was performed and pyelo- 
grams made. She was discharged cured and re- 
mained well for about two years. For three 
succeeding years she had severe sore throat each 
winter. These attacks lasted about two weeks. 
Two years prior to admission the patient began 
to have fairly profuse nosebleeds occurring two 
or three times weekly. These were not associat- 
ed with other symptoms until one year ago, 
when she began to have frequent frontal head- 
aches of varying severity which were often re- 
lieved by these nosebleeds. The latter did not 
change in frequency. At this time the cata- 
menia, which had always been regular, suddenly 
ceased. A physician was consulted and he told 
the patient that she had high blood pressure. 
Six months before coming to the hospital the 
nosebleeds began to oceur three to four times 
daily, and three months later she had puffiness 
of the face which lasted for about two weeks. 
Ready fatigue, dyspnea and palpitation on ex- 
ertion, and listlessness became evident. During 
the preceding two weeks she was awakened at 
night several times by smothering sensations 
which caused her to cough. She occasionally 
expectorated a small amount of blood and twice 
vomited large amounts of yellowish fluid 
streaked with blood. The discomfort subsided 
after a brief period but was evidently not re- 
lieved by sitting up. Her appetite remained un- 
impaired and there was no note of weight 
change. 

The past history is nonecontributory. 

Physical examination showed a_ well-devel- 
oped and nourished pallid girl with an ammoni- 
acal odor to her breath. The retinal arterioles 
were small and the dises were pale with some- 
what hazy margins. There were no hemor- 


rhages or exudate. <A small amount of fresh 
blood was present within the nose. The heart 
was enlarged to the left and a blowing sys‘olie 
murmur was heard at the apex. The blood pres- 
sure was 190/130. The lungs were clear and 
the remainder of the examination negative. 

The temperature was 99°, the pulse 90. The 
respirations were 30. 

Examination of the urine showed a maximum 
coneentration of 1.014. There was a large trace 
of albumin and the sediment contained 8 to 10 
white blood cells, 6 to 8 red blood cells, and a 
rare hyaline cast. A phenolsulphonephthalein 
test showed no exeretion of dye at the end of 
one hour. The blood showed a red cell count of 
2,660,000, with a hemoglobin of 40 per cent. 
The white cell count was 5,200, 75 per cent poly- 
morphonuclears. The stools were negative. A 
Hinton test was negative. The nonprotein ni- 
trogen of the blood was 130 milligrams and the 
plasma protein 5.1 grams. An _ electrocardio- 
gram showed a late inversion of T,; and a flat 
Ts with small complexes. Lead IV was nega- 
tive. 

Plain films of the abdomen showed the faint 
shadows of rather small kidneys. There was 
no evidence of renal stone and the visualized 
bones appeared to be normal. A soft tissue mass 
in the left upper abdomen had the appearance 
of an enlarged spleen. 

The patient was treated supportively and 
given a small transfusion. The nonprotein ni- 
trogen rose to 175 milligrams and she was dis- 
charged for home care on the eighteenth hos- 
pital day. 

Final Admission, eleven days later. 

Following her discharge the patient became 
rapidly worse and developed orthopnea, edema 
of the legs, and drowsiness. She was brought 
to the hospital in a semiconscious state. 

Physical examination showed a semicomatose 
patient with pallid dry skin and marked or- 
thopnea. A few small hemorrhagic spots were 
noted in the skin and econjunctivae. The retina 
appeared edematous but no exudate was _ pres- 
ent. The chest showed dulness at both bases 
with increased tactile fremitus on the left. 
Many crackling rales were heard at the left 
apex anteriorly and throughout the left chest 
posteriorly. The heart was enlarged to the left 
and the sounds were pounding in character. 
The blood pressure was 175/120. There was 
pitting edema of the ankles. 

The temperature was 101°, the pulse 130. 
The respirations were 25. 

Examination of the urine was unchanged. 
The blood showed a red eell count of 1,870,000, 
with a hemoglobin of 40 per cent. The white 
cell count was 12,600, 89 per cent polymorpho- 
nuclears. The nonprotein nitrogen was 160 mil- 
ligrams and the COs. combining power 36.9 vol- 
umes per cent. 
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The signs in the patient’s chest gradually 
cleared up but her general condition remained 
critical. She developed oceasional twitching 
and began to vomit frequently. The nonprotein 
nitrogen gradually rose to 270 milligrams. On 
the thirty-seventh hospital day she became co- 
matose and died on the following day, about 
two months after her initial entry. 


DIFFERENTIAL DIAGNOSIS 


Dr. F. DeNNeETTE ApAms: Recurrent per- 
sistent nosebleed, occurring in a girl of this 
age, if not caused by a local lesion, is due most 
likely to leukemia, purpura, or some other blood 
dyserasia, or to active rheumatic infection or 
nephritis with hypertension. There are no 
symptoms in the history given at the first ad- 
mission to suggest a primary blood disease, but 
there is sufficient evidence to justify a consider- 
ation of rheumatic heart disease, and much 
more in favor of chronic nephritis. 

Acute pain in the abdomen in children, com- 
ing on suddenly with fever, nausea, vomiting, 
and systemic reactions, is frequently wrongly 
diagnosed acute appendicitis when actually due 
to early pyelitis or lobar pneumonia. The dif- 
ferential diagnosis is often difficult, for in the 
early stages, the child with pneumonia may 
have no signs in the lungs, and very early pyel- 
itis may show a clear urine. It is usual for 
children with either disease to refer pain to the 
umbilical region or to one of the lower quad- 
rants, so that in eases of right-sided lung or 
kidney infection an innocent appendix is often 
removed. Without going at length into the 
differential diagnosis, it might be worth while 
pointing out that as a general rule the child 
with appendicitis does not, at onset, appear so 
ill as the one with either of the other conditions ; 
fever, tenderness, general systemic reactions in 
the former are not nearly so severe, nor is the 
leukocyte count so high. In fact, the child with 
an acute appendicitis is notorious for not seem- 
ing sick. The signs and symptoms are often 
mild, a circumstance which accounts for the rel- 
atively large number of cases of ruptured ap- 
pendices in children. 

The statement that following the pyelitis this 
patient was discharged cured is worth com- 
ment. <A kidney, onee infected, may harbor 
bacteria for years and develop an immunity to 
them, but recurrences of active infection can 
follow any additional burden put upon the in- 
dividual by some other factor such as exposure, 
fatigue, pregnaney, or ureteral block. 

The first symptom of the present illness 
(nosebleeds) appeared two years prior to ad- 
mission. Four, three, and two years before the 
onset of the nosebleeds she had had severe at- 
tacks of sore throat. Here we have a possible 


etiologic factor for either nephritis or rheumatic 
The presence of headaches is more 


infection. 


suggestive of nephritis. The other symptoms 
mentioned could be accounted for by either 
disease, but with active rheumatic infection 
sufficient to cause as much trouble as this pa- 
tient was experiencing, one would certainly ex- 
pect that joint symptoms of a mild degree at 
least would have occurred at some time pre- 
viously. 

The fact that the patient’s physician found 
high blood pressure favors the diagnosis of 
nephritis, but this evidence cannot be too 
strengly relied upon, since we are not given the 
systolic and diastolic levels. High systolie with 
high diastolic pressure would occur with neph- 
ritis; high systolic with low diastolic is a fea- 
ture of insufficiency of the aortic valve due to 
rheumatic heart disease or syphilis. 

The attack of nocturnal dyspnea, with hem- 
optysis, was mbdst likely due to left ventricular 
failure. It could be associated with hyperten- 
sion, with mitral stenosis or other type of val- 
vular disease. Puffiness of the face is not seen 
in congestive failure except with generalized 
edema, and is therefore in this case a distinet 
piece of evidence in favor of chronic nephritis. 
If chronic nephritis is present, it is surprising 
that there should be no mention of nocturia, 
caused by the inability of the urine to concen- 
trate, always an outstanding feature of the 
advanced case of chronic glomerulonephritis. 

All things considered, there are more points 
in the history in favor of chronic glomerulo- 
nephritis than of any other condition. 

The outstanding features of the physical ex- 
amination were the pallor and the circulatory 
findings. Pallor can be a concomitant of al- 
most any chronic disease; if true anemia were 
present we would be more suspicious of neph- 
ritis than of heart disease. The cardiae hyper- 
trophy, and the high blood pressure, especially 
the high diastolic, point definitely toward 
nephritis. The systolic murmur at the apex is 
undoubtedly caused net by actual valvular dis- 
ease but by relative insufficiency of the mitral 
valve due to hypertrophy and dilatation of the 
left ventricle. 

The laboratory findings clinch the diagnosis. 
If the maximum concentration of 1.014 was de- 
termined by one of the concentration tests, we 
have evidence of severe kidney damage. The 
other findings are quite consistent. The fail- 
ure to concentrate urine and to excrete the dye 
indicate marked kidney failure. 

A PuysiciAn: What is the lower level of 
normal in the concentration test ? 

Dr. Apams: The test is done in this hospital 
by giving the patient nothing to eat or drink 
after 6 p. m., and collecting specimens at 6, 7 
and 8 a.m. Some observers believe that if the 
test is performed in this manner the urine 


shculd show, in the second or third specimen, a 
concentration as high as 1.026, and that any- 
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thing lower than this indicates decreased func- 
tion. One would prefer to repeat the test sev- 
eral times, however, before condemning a kid- 
ney which fails to show this high level of con- 
centration. It is certainly safe to assume kid- 
ney damage if the gravity of the second or third 
specimen fails to exceed 1.016. A _ gravity 
fixed at 1.012 or lower indicates severe dam- 
age and impending uremia. 

Secondary anemia is always present in ad- 
vaneed glomerulonephritis; hence the low 
erythrocyte count and hemoglobin. 


A Puysictan: How was the phenolsul- 
phonephthalein test done? 


Dr. Apams: It was probably done intra- 
venously, that being the present routine in this 
hospital. Specimens are collected fifteen min- 
utes, a half hour, and an hour after injection. 
One expects, in the usual case, at least 25 per 
cent excretion in the first fifteen minutes, an- 
other 15 per cent in the second fifteen minutes, 
and a total of 50 per cent at the end of one 
hour. 

A Puysictan: Why do you use the intra- 
venous rather than the intramuscular method? 

Dr. Adams: The intramuscular test is not 
so satisfactory, because in a case with edema, 
absorption of the dye from the arm may not 
take place. 

Dr. Tracy B. Mauuory: There is also an- 
other important point brought out by Dr. Earle 
Chapman. The speed of excretion is even 
more important than the total excretion at the 
end of one or two hours. This can be ade- 
quately determined only by the intravenous 
method and fractional determination as just 
described. 

A PHYSICIAN: 
tant? 

Dr. ApAmMs: Yes. The most important part 
of the test is the determination of how much 
dye is excreted in the first fifteen minute speci- 
men. Anything under 25 per cent is consid- 
ered delay. 

A Puysictan: I get a little confused with 
nephritis and nephrosis. May we assume that 
true nephritis must have red cells in the urine? 

Dr. Apams: I think that depends upon 
how slow the process is. If the disease is pro- 
gressing very slowly you may not find red cells 
unless a quantitative count is done on a twenty- 
four hour sediment. In the terminal stage of 
very slowly progressing nephritis you may not 
get red cells. If there is a more active process 
you do. The characteristic features of the 
nephrotic urine are large amounts of albumin 
and many easts, a large proportion of which 
are fatty. There are often mixed types which 
one cannot definitely classify. 


Dr. Mauxory: I shall read the actual record 
of successive urine specimens on different days. 


Is delay considered impor- 


The figures on red cells are: 6 to 8, 4 to 6, 
3 to 5, many, occasional, 2 to 7, 6 to 8. There 
was a constant, usually slight, occasionally fair- 
ly marked hematuria. 

Dr. ApaAmMs: The stools were negative. One 
would not be surprised to find a positive guaiac 
in a case of this kind. Terminal colitis with 
uremia is very common and might produce some 
blood in the stools. The nonprotein nitrogen 
figure indicates uremia. The plasma protein 
is somewhat low, as is usually the case with ad- 
vaneed nephritis. In nephrosis or chronic neph- 
ritis with edema it would be much lower. 

I cannot explain the T wave changes and the 
low voltage in the electrocardiograms, unless 
there was pericardial effusion. This picture 
would fit coronary sclerosis; but one does not 
expect this condition at the age of nineteen. 
With a large heart and hypertension we would 
expect to have left axis deviation reported. 
Acute pericarditis, like colitis, is a common ter- 
minal event in uremia. If present, there might 
or might not be a friction rub. 

The roentgen studies of the kidney were done 
doubtless to exclude hydronephrosis, stone, or 
secondary enlargement due to block from stone, 
kinked ureter, or some similar cause. The bones 
were x-rayed very probably to provide evidence 
for or against hyperparathyroidism. Stone in 
the kidney, bone softening, cyst formation, and 
nephritis are all important symptoms of this 
disease, and we are always on the lookout for 
it here. There is no evidence in this case. En- 
largement of the spleen by x-ray could be ex- 
plained on the basis of chronic passive conges- 
tion, although one usually finds the liver also 
enlarged. 

The history, physical examination, and labora- 
tory findings are all typical of chronic glomer- 
ulonephritis in the uremic stage. Whether this 
disease might be related in some way to the for- 
mer attack of pyelitis and be the end-result of 
a slowly progressing pyelonephritis cannot be 
stated. One suspects that it might be, yet there 
is a past history of three severe attacks of ton- 
sillitis; so it is just as possible that the tonsils 
might have served as the focus of infection, and 
the pyelitis have had no relation to the later 
disease of the kidneys. 

A Puysictan: How do you feel about trans- 
fusion in the treatment of this patient? It 
seems to me a rather radical procedure. 

Dr. ADAMS: 
probably to bring up the red blood count and 
the serum protein. 

A Puysictan: As a general rule do they do 
that if they find severe anemia in nephritis? 

Dr. Mautuory: No, you ean safely say that 
they do not. 

Dr. ApAms: They transfuse nephrosis cases 
in an effort to bring up the serum protem. One 


They transfused in this case’ 
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can imagine that transfusion was done in this 
case because the family may have demanded it. 

The second admission followed discharge by 
only twelve days, yet the patient was distinctly 
worse. Orthopnea and edema indicate increased 
failure of the cardiorenal system; drowsiness, 
an increase in the degree of uremia. 

The small hemorrhagic spots noted in the 
skin and conjunctivae are common in the ter- 
minal stages of nephritis and are another in- 
dieation of downward progress. So is edema 
of the dises. One would expect to find retinal 
changes in the form of hemorrhages and exu- 
dates. 

The chest signs are confusing, particularly 
if, since they are not mentioned, we must as- 
sume that the breath sounds are normal. Dul- 
ness at the bases in this case could be a sign 
of terminal pneumonia, or of pulmonary con- 
gestion, or beginning hydrothorax based on 
cardiae failure. The rales in the left chest pos- 
teriorly could be interpreted as due to conges- 
tion or pneumonia; those at the apex cannot be 
explained. Increased tactile fremitus does not 
occur without some changes in the breath sounds. 
It is a sign of pulmonary consolidation or com- 
pression. It could be due in this case to pneu- 
monia, or to compression from fluid in the peri- 
cardial sae, associated with the terminal peri- 
carditis mentioned earlier. 

The cardiac signs are those of a laboring, 
hypertrophied, hypertensive heart. 

There are three possible causes for the eleva- 
tion of temperature: (1) terminal pneumonia, 
(2) terminal pericarditis, and (3) terminal 
colitis. The first can be associated with the 
final stages of almost any chronic disease; the 
two latter are peculiarly common in chronic 
nephritis. We have no direct evidence of any 
one of the three. Any of them could exist. 

We have, then, the typical picture presented 
by the completed case of chronic glomerulo- 
nephritis, with hypertension, hypertrophy and 
dilatation of the heart, and uremia. Broncho- 
pneumonia, terminal pericarditis, or colitis— 
one or all—could be present, and clinically 
should always be looked for in these cases. 
K'luid may or may not be present in one or 
both pleural cavities. It is often a feature of 
terminal nephritis with uremia and cardiac fail- 
ure. There is no conclusive evidence in this 
case either for or against it. It is always un- 
wise, in advance of autopsy, to guess at the 
size of the kidneys. If forced to commit my- 
self on that point, however, I would antici- 
pate small, granular, contracted kidneys. This 
would be my conjecture even if the roentgenol- 
ogist had not reported small kidneys. 

Dr. Mattory: What do you mean by 
“‘small’’ kidneys? 

Dr. Apams: The normal kidneys together 


Dr. Mautiory: Three hundred grams is usu- 
ally considered low normal, but in a girl of this 
size that would be all right. 

Dr. Apams: Then I should say that the two 
together weigh about 100 grams. That, of 
course, is a wild guess. 

A Puysictan: Will you discuss further your 
reference to acute pericarditis? 

Dr. ApAMs: Fibrinous or serofibrinous peri- 
carditis is a common complication of the later 
stages of chronic glomerulonephritis. Usually 
it occurs within the last week or so, but I have 
seen it two or three months in advance of death. 
Its presence should be suspected, and the rub 
typical of the condition should be sought in 
every case. We have no direct evidence in this 
patient, unless we consider the increased tactile 
fremitus over the left base as being due to com- 
pression of the lung by a large collection of 
pericardial fluid behind the heart. It is usu- 
ally accompanied by considerable elevation of 
the temperature and leukocyte count. Because - 
of its frequent occurrence and its not uncom- 
mon failure to manifest itself, one must also 
always consider acute colitis as a terminal pos- 
sibility. 

I am particularly interested in hearing what 
Dr. Mallory has to say concerning the etiology 
in this case. Was or was not the pyelitis a 
factor in the production of the nephritis? 

A Puystcian: Can you tell us anything 
about the creatinin in these patients—especial- 
ly, its value as a diagnostic or: prognostic aid? 

Dr. ApAMs: It more or less follows the trend 


Jof the nonprotein nitrogen, does it not? 


Dr. Epwarp A. Gaui: It lags slightly be- 
hind the nonprotein nitrogen. It used to be 
said that a value of 6 to 8 milligrams repre- 
sented a poor prognosis and signified a rapid 
course. However, currently we have seen cases 
with levels up to 11 to 12 milligrams, and they 
manage to drag along for months. 


A Puysictan: Have you ever found ammo- 
niacal odor of value, or is it something one 
reads about and thinks ought to be there? 


Dr. Apams: These patients certainly have 
a uriniferous breath which can be detected read- 
ily and is very characteristic of the disease. It 
must not be confused, however, with the sim- 
ilar odor which emanates from beneath the bed- 
covers of a patient who is incontinent. 


Dr. F. DENNETTE ADAMS’ DIAGNOSES 


Chronie glomerulonephritis with hypertension 
and uremia. 

Hypertrophy and dilatation of the heart. 

Chronic passive congestion. 

Serofibrinous pericarditis? 

Acute colitis? 

Bronchopneumonia ? 


weigh about 250-260 grams, do they not? 


Hydrothorax, bilateral ? 
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ANATOMIC DIAGNOSES 


Chroni¢ glomerulonephritis. 

Atrophy (pyelonephritic ?) of the left kid- 
ney. 

Cardiae hypertrophy. 

Hydropericardium. 

Hydrotherax, bilateral. 


Ascites. 
Colitis, acute hemorrhagic. 
Purpura. 
Bronchopneumonia. 
PaTHOLoGic Discussion 
Dr. Matitory: The autopsy showed very 


much what Dr. Adams predicted. The pair of 
kidneys together weighed only 100 grams. It 
was interesting, however, that one of the kid- 
neys was very much smaller than the other. 
We know there is a great deal of normal varia- 
tion in the size of the kidneys and for that rea- 
son we commonly weigh them together rather 
than separately. One of these kidneys, how- 
ever, weighed 80 grams and the other only 20. 
That seems rather more than could be considered 
a normal degree of variation on the two sides, 
although anything is possible down to a single 
kidney. The right kidney was the larger of 
the two, but of course it was nevertheless con- 
siderably smaller than normal. A normal kidney 
would weigh 150 grams. This weighed 80 grams, 
which is just about half the size. The capsules, 
as you would expect, stripped with a great 
deal of difficulty. In other words, there were 
adhesions between the capsules and the renal 
tissue, as there always are when scar tissue has 
formed in the kidney substance. When the cap- 
sules finally were stripped they left scarred 
granular surfaces and the general color was 
rather vellowish, which would suggest that sig- 
nificant amounts of fat were present, probably 
a fatty degeneration. The calices were some- 
what dilated and the pelvie fat increased. 
Grossly there was no definite evidence of pyelo- 
nephritis. Another gross finding was, of 
course, hypertrophy of the heart, which weighed 
450 grams. The normal for her would proba- 
bly have been 300 grams; so that it is consider- 
ably hypertrophied and that hypertrophy, as 
you would expect, was almost entirely in the 
left ventricle, undoubtedly secondary to the 
hypertension. The left ventricle measured 22 
millimeters, whereas the normal usually is 
about 14 millimeters. The right ventricle was 
a little hypertrophied, measuring 5 millimeters, 
as against the normal of 3 millimeters. The 
liver was normal in size. The spleen was mod- 
erately enlarged, weighing 330 grams. That was 
about twice the normal size but is still below 
the limit of palpability. You very seldom feel 


a spleen that does not weigh 400 grams or 


more. 


The pericardium contained about 500 


cubic centimeters of clear fluid. There was no 
fibrin at all; in other words the terminal per:- 
carditis that is almost a standard complication 
of uremia was not present here. How long that 
pericardial fluid had been there, there is no pos- 
sibility of saying. We have seen occasion:l 
cases with negative chest plates taken within 
twenty-four hours of death that come to au- 
topsy with a liter of fluid in the pericardium, 
and more than a liter in each of the chests, so 
tremendous amounts of fluid can accumulate in 
the serous cavities of the thorax in a very short 
period of time.’ It may all have appeared in 
the last twenty-four hours of life or may have 
been present for two or three weeks and may 
have accounted for some of the physical signs, 
as Dr. Adams suggested. The pleural cavities 
contained relatively little fluid and the lungs 
were markedly edematous and that lower lobe on 
the left, where the questionable signs were, 
showed a little more fluid than elsewhere, some 
collapse and very numerous focal hemorrhages. 
Hemorrhages similar to those which were seen 
in the skin were present in a great many of the 
organs, in the pericardium and on the pleural 
surfaces. There were scattered hemorrhages 
throughout the lung and very marked hemor- 
rhage with some slight degree of ulceration in 
the colon; in other words, a terminal uremic 
colitis. It is a very rare case of nephritis 
dying in uremia that does not show either peri- 
carditis or colitis. A great many show both. 
What they are due to we have not the faintest 
idea. The pericarditis is always sterile. It is 
apt to be present in the patient in the uremic 
state, regardless of whether the nonprotein 
nitrogen is 8 or 300. You may see it in 
uremia with a nonprotein nitrogen of 85 and 
it may not be present in a uremia with a non- 
protein nitrogen of 300. It seems unlikely that 
it is directly due to nitrogen retention. There 
was one other finding that we are beginning to 
discover is very characteristic in cases of long- 
standing renal insufficiency which Dr. Adams 
did not mention and which we would not have 
thought of looking for a year ago. There is a 
quite close relationship between the parathy- 
roids and renal insufficiency and if renal insuf- 
ficiency is fairly chronie, that is if it has lasted 
more than a year, you can pretty regularly 
count on parathyroid enlargement. Usually 
it is relatively slight. In this case all four .of 
the parathyroid glands were enlarged and the 
total weight of the parathyroid tissue was .6 
grams. Normally each parathyroid weighs 30 
milligrams and the total weight is a little over 
1 gram. These are nearly five times the nor- 
mal size. On the other hand we have seen two 
nephrities here, and several have been reported 
from other places, in which parathyroid tissue 
weighing as much as 5 or 10 grams has been 
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found and those cases may begin to show all the 
clinieal evidences of hyperparathyroidism in- 
cluding the formation of bone eysts. This 
patient had a single blood phosphorus done 
with this idea in mind just before death which 
was 15 as against the normal of 2. 

The question that particularly interests path- 
ologists in this sort of case is what kind of 
nephritis we are dealing with and there you 
vet on very questionable ground. The common- 
est type of renal pathology leading to pro- 
Jonged renal insufficiency in a young person is, 
of course, chronic glomerulonephritis and that 
is the first thing to think of here. The question 
of whether we have not too easily accepted all 
these cases as chronic glomerulonephritis has 
recently been raised, particularly by Dr. Long- 
cope at the Johns Hopkins Hospital. Some of 
you very possibly have seen his articles. He 
feels that a quite significant number of cases of 
chronie renal insufficiency in young individuals 
are due to a long-standing ‘‘burnt-out’’ pyelo- 
nephritis rather than to glomerulonephritis. 
1 have very little doubt he would immediately 
seize upon this case as evidence in support of 
his theory. In many of these cases you cannot 
vet any history of pyelitis but that does not rule 
it out, because often the chronic type of disease 
causes very few symptoms unless from time to 
time it dams up and you get fever. It is per- 
feetly possible for pyelitis to run for years 
and produce a great deal of damage without at- 
tacks of chills and fever. This girl we know 
had a fairly severe pyelitis at one time. And 
to go with that we have one markedly atrophied 
kidney. The microscopic sections of the smaller 
kidney showed a good deal of lymphoeytie infil- 
tration beneath the pelvie epithelium. It is 
very possible and I think probable that she had 
a rather severe pyelonephritis on that side. 
The other kidney, however, does not suggest it 
at all and looks like the typieal end stage of 
chronie glomerulonephritis. So that I would 
be inclined to guess in this case that she had a 
double lesion, that she had a chronie glomeru- 
lonephritis and a pyelonephritis, which was 
localized to one side, and produced extensive 
atrophy of one kidney, in that way throwing a 
greater burden on the other kidney and speed- 
ing up the development of renal insufficiency. 

A Pnriysician: Is it possible she might have 
had the original attack of pain from an im- 
pacted stone even though the stone could not be 
demonstrated ? 

Dr. Mauxory: It is conceivable. We did 
not find any stones at autopsy. If she had had 
one it must have been passed. You do not 
have to have a stone to have a good deal of pain 
beeause pyelitis alone can cause it. 

Dr. Apams: Did you account for the en- 
largement of the spleen except by chronic pas- 
sive congestion ? 


Dr. Mauiory: I admit it is a somewhat in- 
adequate explanation. It does not satisfy me 
because the liver was not quite so large as you 
would expect with passive congestion. 

Dr. ApAms: There was very little passive 
congestion in the lungs by x-ray even back to 
the first admission. 

A Puystctan: Does the converse hold with 
parathyroid disease even of mild degree when 
chronic nephritis develops? 


Dr. Matuory: Yes and no. There is always 
the possibility of developing secondary renal in- 
sufficiency in parathyroidism but it is directly 
due to one factor, that the large amounts of eal- 
cium that are excreted lead to the precipitation 
of calcium phosphate in the renal passages. The 
common thing to find is an ordinary renal stone 
in the pelvis. The majority of our parathy- 
roid cases we have picked up by routinely hunt- 
ing for hyperparathyroidism in all cases coming 
to the hospital because of stones. On the other 
hand, there is a group of cases or perhaps a 
stage in the disease in which the calcium is 
precipitated before it reaches the renal pelvis, 
in the renal tubules themselves, and in that way 
caleium can be precipitated throughout the kid- 
neys. Kidneys of that sort show up _beauti- 
fully by x-ray and here we know there was no 
evidence of that. You can see the faint kidney 
outline that you often see in a flat plate but 
had they been calcified they would have stood 
out almost as clearly as bones do. It takes a 
very severe and very prolonged hyperparathy- 
roidism in general to damage the kidneys seri- 
ously. The marked cases that we have seen 
have given histories of at least ten vears’ dura- 
tion. 


CASE 22342 
PRESENTATION OF CASE 


An eighteen day old Negro boy was admitted 
to the Massachusetts Eye and Ear Infirmary 
with a purulent discharge from both eyes. 

The father and mother were living and well. 
There were two siblings, ages three and a half 
and one and a half years, living and well. 
There was no family history of tuberculosis. 

The child had been born on the maternity 
ward of a neighboring hospital. The usual 
prophylactic treatment had been given to the 
child’s eyes at birth. At the age of twelve days 
the eyes began to show a slight discharge. This 
did not seem disturbing and the child was dis- 
charged home with the mother at the age of 
sixteen days. 

At home, however, the eyes began to show a 
marked discharge and the child was brought to 
the Eye and Ear Infirmary by a visiting nurse. 
He was admitted to the ward. No gonocoeci 
were found on the smear. 
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The child’s temperature on admission was 
101.5°. It fell to normal on the third day in 
the hospital but on the fifth day it again be- 
came elevated and except for a period of two 
days the temperature was between 100° and 
101° during his eleven days’ stay at the Infir- 
mary. The eyes responded to treatment very sat- 
isfactorily and seven days after admission were 
well. With the second rise of temperature 
the child began to show signs of a respiratory 


infeection—a cough and a running nose. Rales 
were heard over the chest. An x-ray picture 


revealed some pulmonary infiltration. On the 
eleventh day in the hospital, when the child was 
twenty-nine days old, he was transferred to the 
Children’s Medical Service at the Massachu- 
setts General Hospital. 

On admission to the General Hospital, the 
patient had a mucoid nasal discharge, a slightly 
injected throat, an occasional dry cough, and 
medium erepitant rales over the left back and 
axilla, with questionable dulness over this area. 
The heart was normal. The eyes were clear. 
The temperature was 98°, rose to 102° on the 
second day, but remained below 100° there- 
after throughout his stay in the hospital. 

No abnormalities were found on examination 
of the urine or stool. The blood showed a white 
cell count of 16,200, 37 per cent polymorphonu- 
clears, 55 lymphocytes, 5 monocytes, and 1 
eosinophil; the count rose to 35,000 two weeks 
later with 60 per cent polymorphonuclears, 38 
lymphocytes, and 2 monocytes. The red cell 
count was 4,200,000, with a hemoglobin of 75 
per cent. The red celis and platelets were nor- 
mal in appearance. <A tuberculin test 1:100 
intradermally was negative. 

The patient’s general condition showed little 
change during the next three weeks. He had 
frequent troublesome coughing spells; the 
cough did not clear up with codein and expec- 
torants. Rales were heard on both sides of his 
chest, especially on the left side. Probable dul- 
ness was present over both bases. He fre- 
quently had a mucopurulent discharge from his 
nose for which he was given, over a period of 
fourteen days, nose drops containing neosilvol 
and ephedrin, but no albolene. His pulse va- 
ried between 120 and 170 and his respirations 
between 40 and 80. The temperature was nor- 
mal. The child did not eat very well but main- 
tained his weight. He did not vomit his feed- 
ings. X-ray examination two weeks after ad- 
mission showed mottled dulness throughout 
both lung fields from apex to base. Three days 
later another film showed very much the same 
appearance except that the costophrenic angle 
was obliterated on the right. On the day be- 
fore the child died his temperature fell for a 
few hours to between 96° and 97°. Death oc- 


being found dead in bed; this was on the thirty- 
third day after his admission to the Eye and 
Ear Infirmary. 


DIFFERENTIAL DIAGNOSIS 


Dr. R. S. Eustis: The discharge from the 
eyes does not sound like a gonorrheal ophthal- 
mia. There is no mention of examination of 
smears from the discharge. They should have 
been made and presumably were made and found 
to be negative. It is too late for a gonorrheal 
ophthalmia to flare up from infection at the 
time of delivery. “If the child had been cared 
for at home it is possible that there might have 
been infection from the hands of the nurse; but 
I do not believe that is likely to occur in the 
hospital. 

From the fact that the child was admitted 
to the ward I assume that the eyelids were pret- 
ty well swollen and they felt they could not 
get adequate drainage treating him as an out- 
patient. 

No gonococei were found in the smear on 
entry to the Eye and Ear Infirmary. I believe 
that pretty well rules out a gonorrheal oph- 
thalmia. We must remember, however, that 
there are many cases of nongonorrheal ophthal- 
mia that are just about as severe as the gon- 
orrheal variety. 

The child’s temperature on admission was 
101.5°. My impression is that the condition of 
the eyes was probably not severe enough to ac- 
count for that, and yet there is no mention in 
this record of any other infected area. Then the 
temperature comes back to normal, so that per- 
haps the eyes were causing it, as they improved 
rapidly under frequent irrigations. 

At the time of transfer to the Massachusetts 
General Hospital I believe that he had an upper 
respiratory infection. Whether he had brought 
it into the Infirmary with him or whether he . 
had eaught it from some of the attendants at 
the Infirmary, I do not know. Upper respira- 
tory infection in a newborn baby is a serious 
condition. It is very apt to extend down as 
this baby’s infection extended down, causing | 
bronchitis, and a bronchitis that lasts more 
than a day or so in a baby is a bronechopneu- 
monia. I feel that at the time of admission to 
the Massachusetts General Hospital, even though 
the x-ray showed only a little pulmonary infil- 
tration, the baby probably had both an upper 
respiratory infection and bronchopneumonia. 

A normal temperature and the absence of 
bronchial breathing and dulness are compati- 
ble with the presence of bronchopneumonia dur- 
ing the newborn period. The first blood ex- 
amination is normal for a three weeks’ old 
baby. Two weeks later the white blood count 
rose to 35,000 with 60 per cent polymorphonu- 


eurred suddenly and unexpectedly, the child 


clears. This confirms the presence of infection 
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and suggests the possibility of there being pus 
somewhere. We have no localizing symptoms 
as yet except the symptom of cough and the 
signs of bronchitis. 

The negative tuberculin test does not rule out 
tuberculosis. A positive test would be impor- 
tant but the negative test means nothing. If 
the child has tuberculosis it must be an active 
process. 

The patient’s general condition showed lit- 
tle change during the next three weeks. He had 
frequent troublesome coughing spells. The 
cough did not clear up after codein. Did it 
suggest whooping cough? 

Dr. L. Haars: 
bouts. 

Dr. Eustis: I do not think he had whooping 
cough. I have seen these cases of bronchopneu- 
monia in the newborn with cough that sounded 
very much like whooping cough, possibly due 
to enlarged bronchial glands. Usually it is 
due to the presence of mucus in the trachea. 
Such a baby is weak, is lying on his back, is 
helpless, and has spasmodic cough. 

They note particularly that there was no al- 
bolene in the nosedrops, because inhalation of 
oily fluids given for the treatment of naso- 
pharyngitis may result in oily deposits through 
the lung which cause permanent damage and not, 
uncommonly, death. However, it is perfectly 
possible that even watery solutions, if given too 
generously, might get into the windpipe of a 


It used to come in 


weak infant and cause irritation and cough. 
The rapid respiratory rate bears out the di- 
agnosis of pulmonary infection. 


He did not vomit. That is another impor- 
tant note, because vomitus may be inhaled by 
a weak infant and cause an inhalation pneu- 
monia. 

Is this mottled dulness in the x-ray broncho- 
pneumonia, or is it the mottled dulness of mil- 
iary tuberculosis? He certainly has pulmonary 
pathology but I do not think that pulmonary 
pathology is tuberculosis, do you Dr. Hampton? 

Dr. AusBrEy O. Hampton: This film shows a 
small fairly dull right upper lobe and what 
looks like enlarged glands at the right lung 
root. There is also density at the right base 
and at the left apex. The remainder of the left 
lung is fairly clear. The heart has shifted 
toward the right at this examination and I think 
the upper lobe is reduced in size. At the next 
examination the changes on the right have 
decreased somewhat but he now has a fairly 
diffuse process on the left side. This last film 
shows clearing in the upper lobe apparently. 
There is very little change in the remainder of 
the lung except that now he has a diffuse pleu- 
ral effusion on the right side. This film at the 
first examination alone is not inconsistent with 
tuberculosis. He is three weeks old or there- 
abouts. We can say that he has congenital 


atelectasis of the upper lobe and infection in 
the lung. While in the hospital this atelec- 
tatic upper lobe expands but the infection pro- 
geresses. 

Dr. Eustis: How do you explain this flat- 
tening of the costophrenie angles? 

Dr. Hampton: It looks like a thin layer of 
free fluid that extends from the apex to the 
base. He is lying on his back. 

Dr. Eustis: I do not believe he has tuber- 
culosis. I think he has a descending infection 
from a head cold that he might have acquired 
at home or may possibly have picked up the 
first day or so in the Eye and Ear Infirmary. 
He came in without mention of head cold. We 
have evidence of enlarged bronchial glands that 
I mentioned in connection with paroxysmal 
cough, bronchopneumonia and some terminal 
complication. He had fluid in the right chest 
by x-ray. The question is, Was that fluid serous 
or purulent? In favor of its being an empyema 
is the high white count. There was not enough 
fluid there to kill him suddenly. There was no 
mention of displacement of the heart to the 
left but I think a young infant can perfectly 
well die suddenly from an empyema. There is 
also another possibility that during the last 
few days he may have developed a pericarditis. 
That is not an uncommon cause of sudden death 
in infaney and I suspect that may have been 
the case here, as such pericardial effusions in 
infancy are almost impossible to diagnose dur- 
ing life. 

Dr. Harotp L. Hiaetns: There were certain 
things about this case that made us think of 
whooping cough. In the first place he had a 
fairly normal temperature, paroxysms of cough- 
ing, a bronchitis which started as a common 
cold, and then he died quite suddenly. A baby 
under six months when he gets whooping cough 
may get a spasm of the larynx and die in it al- 
though he may never have whooped at all. 
These whooping cough patients usually have 
been seen in several such spasms, in which they 
cannot breathe and get cyanotic, before one 
occurs in which they die. Our patient was 
not exposed to whooping cough at home. He 
was at home only two days, and there has been 
no whooping cough in the hospital. There was 
an epidemic of bronchitis in the city: very often 
bronchitis can give symptoms similar to whoop- 
ing cough. 

One has to think of lipopneumonia. Al- 
though he did not get albolene, I believe he did 
get cod liver oil, as all the babies at the Infir- 
mary do. I think of this as a possibility al- 
though not as likely. 

Of course tuberculosis was thought of by the 
staff, and also the possibility of aspiration of 
food and then again the possibility of upper 
respiratory infection which extended down to 
form a bronchopneumonia. About one-third of 
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the children with ophthalmia neonatorum that 
come to the Eye and Ear Infirmary have a 
gonocoeeus infection. In the other two-thirds 
no gonococei are found; some of them have 
pneumococcus infections of the eyes. The pneu- 
mococeus infection in his lungs, with bronchitis 
and bronchopneumonia, may have been sec- 
ondary to the eye infection. 


CLINICAL DIAGNOSIS 
Bronchopneumonia. 
Dr. R. S. Evstis’s DIAGNosis 


Ophthalmia neonatorum (nongonorrheal). 
Nasopharyngitis. 

Bronchopneumonia. 

Empyema? 

Pericarditis? 


ANATOMIC DIAGNOSES 
Streptococcus bronchopneumonia. 
Discussion 


Dr. Tracy B. Mautuory: The x-ray exami- 
nation I think was responsible for one misinter- 


pretation here. The child had no fluid in the 
lungs but had marked pleural adhesions. Both 
pleural cavities were absolutely dry. There 
was an extremely extensive bronchitis and bron- 
chiolitis running down to the most terminal 
branches of the tree. There was a moderate 
amount of pneumonia but a good deal more col- 
lapse. That is very characteristic of broncho- 
pneumonia as one sees it in infants. The bron- 
chi are usually very widely involved and the 
changes in the lung are rather more those of 
atelectasis than consolidation. There were, how- 
ever, in this case, numerous dilated alveoli filled 
with exudate as well. Cultures from the lungs 
and the heart blood showed streptococci, both 
hemolytic and nonhemolytic. We did not find 
pneumococci. The question as to whether it 
might have been whooping cough, I think the 
postmortem fails to answer. It is perfectly 
conceivable that it could have been. We did 
not make cultures direct from the bronchi for 
pertussis organism and the microscopic picture 
of the lungs is not distinct enough to make 
the diagnosis. 


A Puysictan: How about lipopneumonia? 


Dr. There was none. 
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MEDICAL SCIENCE FOR THE 
LAYMAN 


AN increasing number of articles dealing with 
the modern advances of science is constantly 
appearing in the daily press, and one cannot 
fail to be impressed with the improvement in 
the quality and accuracy of such reports. This 
improvement is due, in a large part, to the re- 
printing of material released by Science Serv- 
ice, a nonprofit institution in Washington 
founded in 1921 for the express purpose of 
making available to the general public short, 
simply worded, accurate and interesting ac- 
counts of scientific advances. Its work is su- 
pervised by a board of trustees nominated 
by the National Academy of Sciences, the Na- 
tional Research Council, the American Asso- 
ciation for the Advancement of Science, the 
E. W. Scripps Estate and the journalistic pro- 
fession. This agency is to be congratulated for 
fulfilling its function so well, particularly in 
matters concerning the more exact sciences, 
such as astronomy, physics and chemistry. 

With the biologie sciences the value of such 


abstracts is often questionable, particularly in 
those dealing with the science of medicine. In 
spite of the accurateness of the original 
résumé, it is frequently falsely interpreted 
either by the staff of the newspaper or by the 
readers. Either or both fail to realize that med- 
icine is one of the less exact sciences, that the 
claims of one man or one group must be con- 
firmed by many others before they can be ac- 
cepted, that experimental findings have numer- 
ous limitations and that many fundamentally 
important contributions have, at the moment, 
little, if any, practical application. 

Why falsely raise the hopes of a cancer- 
fearful public by reporting an alleged cancer 
cure, when it is well-known to all physicians 
that any cure based on an observation period 
of less than five years is open to doubt? Why 
capitalize on fhe observed experimental fact 
that a suspension in the air of the virus of 
influenza can be killed by ultraviolet light rays, 
when any attempt, at the moment, to apply the 
observation to the control of the disease is ob- 
viously futile? Or, why suggest that all post- 
operative infection may be eliminated by steri- 
lizing the air of the operating room with the 
same ultraviolet light rays, when it is well 
known to the majority of surgeons that the sim- 
plest way to guard against air-borne infection 
is to be sure that no individuals harboring hem- 
olytiec streptococci in their noses or throats are 
included on the operating team? 

When papers are read before a group of 
medical men, the authors realize that their au- 
dience is fully aware of the necessary limita- 
tions and will interpret the findings according- 
ly. Such is not the case with the reading public 
and one cannot help but comment on the de- 
sirability of more reserved newspaper report- 
ing of papers dealing with the medical sciences. 


THE REDUCTION OF NEONATAL 
MORTALITY 


Dr. CHARLES F. Deputy Commis- 
sioner of Public Health of Boston, has been 
reported to have said that ‘‘premature birth 
is the chief cause of mortality under one year 
of age’’. This opinion seems to be substan- 
tiated by the fact that, of the fifty babies of 
each thousand born in Boston who die in the 
first year of life, from thirty to thirty-five die 
during the first two weeks of life. 

Boston already has shown a marked reduc- 
tion in the infant mortality rate which was 
eighty-four out of every thousand in the first 
year of life in 1926. This rate has been re- 
duced to about fifty at the present time. It is 


reasonable to expect that progress will follow 
proper care of those born prematurely if mod- 
ern methods of treatment are more generally 
adopted. 
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Dr. Wilinsky’s purpose is to follow the plan 
now in operation in Chicago where infants 
born prematurely are placed in a heated in- 
eubator and promptly sent to well-equipped 
centers where constant medical and nursing 
care is available. In order to assure the likeli- 
hood of survival of these babies legislation 
should be adopted requiring the transfer of 
such cases to approved institutions, or the uti- 
lization of an incubator under the expert med- 
ical and nursing care plan. In furtherance of 
this object there is recommended more general 
attendance, particularly by those unable to avai! 
themselves of the services of a private physi- 
cian at the eighteen baby clinies in Boston, of 
mothers with these babies for instruction in the 
details of intelligent care of infants in the 
early weeks of life. These combined plans war- 
rant a very reasonable expectation of a material 
reduction in mortality rates among children in 
the first vear of life. 

The assistance of the family doctor is espe- 
cially indicated, both in his repeated examina- 
tions of infants in early life and in securing 
the co-operation of parents, when indicated, 
with the great importance of having premature 
babies cared for according to Dr. Wilinsky’s 
proposed plan. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors : 


THurMON, Francis M. B.S., M.D. Harvard 
University Medical School 1926. Physician-in- 
Chief of the Clinic of Dermatology and Syph- 
ilology, The Boston Dispensary. Assistant Pro- 
fessor of Dermatology and Syphilis, Tufts Col- 
lege Medical School. Consulting Dermatologist, 
Boston Floating Hospital. Consultant, Tumor 
Clinic, The Boston Dispensary. His subject is 
Bismuth Ethyl Camphorate. Clinical Observa- 
tions on a New Oil Soluble Bismuth in the Treat- 
ment of Syphilis. Page 315. Address: 520 
Commonwealth Avenue, Boston. 


Swartz, J. H. M.D. Harvard University 
Medical School 1920. Instructor in Dermatol- 
ogy, Harvard University Medical School. Mem- 
ber, American Dermatological Association. As- 
sistant Dermatologist, Massachusetts General 
Hospital. Visiting Dermatologist, Beth Israel 
Hospital. Consulting Dermatologist, Massachu- 
setts Eye and Ear Infirmary and Boston Psycho- 
pathic Hospital. His subject is The Role of 
Fungi in Medicine. Page 322. Address: 371 
Commonwealth Avenue, Boston. 


SULZBERGER, Marion B. M.D. University of 
Zurich 1926. Assistant Professor of Clinical 


Dermatology and Syphilology, New York Post- 
Graduate Medical School of Columbia Univer- 
sity. His subject is Remarks on Definitions and 
Classification in Certain Forms of Dermatologic 
Allergy. Page 330. Address: 962 Park Ave- 
nue, New York City. 


SuLuIvAN, Epwarp Copprncer. M.D. Har- 
vard University Medical School 1903. Diree- 
tor, Venereal Disease Clinie, Springfield Hos- 
pital. His subject is The Doctor and Early 
Syphilis. Page 336. Address: 1597 Main 
Street, Springfield, Mass. 


Aspott, Cuirton M.D. Dartmouth Med- 
ical School 1894. F.A.C.S. Formerly Presi- 
dent, New Hampshire Medical Society. Sur- 
geon, Laconia Hospital. His subject is The Presi- 
dent’s Address. Page 342. Address: 507 Main 
Street, Laconia, N. H. 


Sureips, J. DunsBAr. B.S., M.D. Tulane Uni- 
versity of Louisiana School of Medicine 1931. 
Member of Medical Staff, Margaret Pillsbury 
General Hospital, Coneord, N. H. His subject 
is The Irritable Colon: Diagnosis and Treat- 
ment by the General Practitioner. Page 344. 
Address: 4 No. State Street, Concord, N. H. 


MISCELLANY 


DR. W. R. MacAUSLAND’S APPOINTMENT 
AND THAT OF DR. A. R. MacAUSLAND 


Governor Curley has appointed Dr. William Rus- 
sell MacAusland to the position of member of the 
board of trustees of the Massachusetts State School 
for Crippled Children at Canton. Dr. MacAusland 
takes the position made vacant by the death of Mr. 
Walter C. Baylies. Other positions held by Dr. 
MacAusland are trustee and medical director of the 
Berkshire School for Crippled Children at Pitts- 
field, trustee of the Balch Hospital for Crippled Chil- 
dren at Manchester, New Hampshire, and director 
and trustee of the Sol-e-Mar convalescent hospital 
at South Dartmouth. 

Dr. W. R. MacAusland and his brother, Dr. Andrew 
R. MacAusland, were recently appointed to the Staff 
of the Tufts College Medical School as Clinical Pro- 
fessors of Orthopedic Surgery. 


THE MEDICAL DIRECTOR OF THE UNITED 
STATES QUARANTINE STATION, BOSTON 
HARBOR 


Medical Director H. J. Warner of the United 
States Public Health Service has been directed to 
assume charge of the Quarantine Station at Gallops 
Island, Boston Harbor, on or about October 10, 1936. 
He will fill the position made vacant by the trans- 
fer of Passed Assistant Surgeon A. J. Aselmeyer 
to another position. 
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CORRESPONDENCE 


THE USE OF QUINIDINE—AN EXPLANATION 
Editor, New England Journal of Medicine, 

In the review in the Journal of June 18, page 
1271, of my book, “The Diagnosis and Treatment of 
Diseases of the Heart,” occur these words, “It 
would seem unwise to recommend intravenous 
quinidine to the general practitioner without an 
added word of warning as to its danger.” As this 
might create the idea that I advise that quinidine 
be given intravenously, it seems worthwhile to state 
that quinidine is indexed in this book as being dis- 
cussed in relation to five varieties of cardiac dis- 
turbance; in all except one, of these mouth dosage 
is advised; there is considerable discussion of the 
dangers from quinidine even when given by mouth. 
In only one condition, paroxysmal ventricular tachy- 
cardia, is other than mouth dosage mentioned and 
then only in the following words: “It would seem 
wise to give the first dose intravenously using 0.2 
to 0.8 gm.” I trust this rather unfortunate state- 
ment of the reviewer will not lead any general prac- 
titioner on my supposed advice to use quinidine 
other than by mouth except as suggested in the 
last quoted sentence. 

To follow my advice: “On the whole, alcoholic 
beverages seem to me to be inimicable for the pa- 
tient with angina’ will not, in my judgment, harm 
many, if any, patients. 

To consider abnormal deposits of glycogen in the 
muscle as a variety of “congenital idiopathic hyper- 
trophy” of the heart seems hardly in accord with 
my idea of a proper terminology. 

Yours truly, 
Henry A. Curistian, M.D. 


REPLY TO Dr. CHRISTIAN’S LETTER* 


There is no essential difference of opinion in the 
views of Dr. Christian and the reviewer so far as 
the use of quinidine is concerned, and it is worth 
noting that Dr. Christian says on page 297, “I have 
witnessed fatalities, which have given me a very 
healthy respect for the dangers of quinidine sul- 
phate therapy.” The impression given by Dr. Chris- 
tian, so far as ventricular paroxysmal tachycardia 
is concerned, is that it always accompanies very 
serious cardiac conditions and, as such, requires 
“prompt and thorough” treatment. While this is 
usually true, in occasional cases it seems to carry 
no more serious prognostic implications than does 
auricular paroxysmal tachycardia. It, therefore, 
seemed not inappropriate to comment on the sug- 
gestion that, in ventricular paroxysmal tachycardia, 
“it would seem wise to give the first dose [of 
quinidine sulphate] intravenously, using 0.2 to 0.3 
gram,” because of the even greater danger of the 
drug by this than by the oral route. 

So far as the use of alcoholic beverages in the 
treatment of angina is concerned, omission of them 
will not harm many patients, but in some, alcohol is 


*By the Reviewer. 


distinctly beneficial and the reviewer’s experience 
of its value would coincide more nearly with that 
of Heberden in his original description of angina, 
150 years ago. 

The etiology of congenital idiopathic hypertrophy 
of the heart is unsolved. If recent work showing 
that it may be related at times to abnormal glycogen 
deposits in heart muscle is to lead to more accurate 
classification of related syndromes, it seems fair to 
mention it if only to suggest to those having oppor- 
tunity to study such cases pathologically, the possi- 
bility of finding it by special staining methods. 


RECENT DEATHS 


DODGE—WILLIAM WooLprepGeE DopcGe, M.D., aged 
79, a retired physician of Hamilton, Massachusetts, 
died at the Beverly Hospital, August 11, 1936, after 
a long illness. 

Dr. Dodge was born in Marblehead, was educated 
in the public schools and was a graduate of Tufts 
College and the Medical School of Harvard Univer- 
sity. 

He joined the Massachusetts Medical Society in 
1886 and retired in-1924. He was also a Fellow of 
the American Medical Association. During his ac- 
tive years he practiced in Boston. 


GOVE—WILFRED FREEMAN GOVE, M.D., of 15 Saw- 
yer Street, Wareham, Massachusetts, died June 26, 
1936. Dr. Gove was born in 1895 and graduated from 
the Boston University School of Medicine in 1926. 
He joined the Massachusetts Medical Society in 
1927 and was also a Fellow of the American Medical 
Association. 


<i 


NOTICE 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 
Senior Public Health Nursing Consultant, 
$4,600 a Year 
Public Health Nursing Consultant, $3,800 a Year 
Associate Public Health Nursing Consultant, 
$3,200 a Year 
Assistant Public Health Nursing Consultant, 
$2,600'a Year 
Public Health Nursing Assistant, $2,000 a Year 
Applications must be on file with the United 
States Civil Service Commission at Washington, 
D. C., not later than August 31, 1936. 


NOTICE OF MEETING 


WORCESTER DISTRICT MEDICAL SOCIETY 
CHANGES IN SCHEDULE 1936-1937 
The meeting scheduled for September 16 has been 
postponed to September 23. The speakers for this 
meeting will be Dr. Richard Miller and Dr. Cadis 
Phipps of Boston, who will give a symposium on 
Peptic Ulcer, with Dr. Miller discussing the surgi- 
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cal aspects and Dr. Phipps the medical aspects of 
this condition. 


Thursday afternoon, November 5, at 4:30, in the 
rooms of the Worcester Medical Library, Inc., at 34 
Elm Street, Worcester, will be held the fall Cen- 
sors’ meeting. 

Thursday afternoon, May 6, 1937, at 4:30 in the 
rooms of the Worcester Medical Library, Inc., at 34 
Elm Street, Worcester, will be held the spring meet- 
ing of the Board of Censors. 


SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, AUGUST 24, 1936 


Saturday, August 29— 
*10 a. m.-12 m. 
Brigham Hospital. 

Fitz. 


Staff Rounds at the Peter Bent 
Conducted by Dr. Reginald 


*Open to the medical profession. 


August 24-29—Harvard University Tercentenary Cele- 
bration. See page 1166, issue of June 4. School of Public 
Health, page 310, issue of August 13. 

September 4 to 8—First Congress of the Austrian Soci- 
ety for the Study of Roentgenology. For details address: 
Allgemeines Krankenhaus, Alserstrasse 4, Wien, IX, be- 
fore September 1. 

September 7, 8, and 9—The Cancer Institute. 
309, issue of August 13. 

September 7-10—International Union against Tubercu- 
losis. See page 554, issue of March 12. 

September 7-11—American Congress of Physical Ther- 
apy will meet at the Waldorf-Astoria, New York City. 
See page 52, issue of July 2. 

September 9 to 12—Sixth Congress of the International 
Society for Urology. For details address Dr. Theodor 
Hryntschak, Rathausstrasse 3, Wien, I. 

September 14 and 15—Tercentenary Session of the Har- 
vard Medical School. See page 1166, issue of June 4. 

September 16-21—First International Congress of Sana- 
toria and Private Nursing Homes. See page 803, issue 
of April 16, and page 264, issue of August 6. 

September 22, 23, 24—Twelfth Clinical Congress of the 
Connecticut State Medical Society. See page 217, issue 
of July 30. 

October 12-18—Third International Congress on Malaria. 
See page 1076, issue of May 21. 

October 19-23—Clinical Congress of the American Col- 
lege of Surgeons. See page 180, issue of January 23. 

October 19-31—1936 Graduate Fortnight of the New 
York Academy of Medicine. See page 1221, issue of 
June 11. 

October 20-22—Academy of Physical Medicine, Annual 
Meeting, Hotel Statler, Boston. 

October 20-23—The American Public Health Association. 
See page 1226, issue of June 11. 

March 30- April 2, 1937—First International Conference 
on Fever Therapy. Postponement notice. See page 52, 
issue of July 2. 

April 21-24, 1937—American Society for Experimental 
Pathology. See page 1075, issue of May 21. 


DISTRICT MEDICAL SOCIETY 


WORCESTER DISTRICT MEDICAL SOCIETY 


September 23, 1936 - May 12, 1937—See page 312, issue 
of August 13, and page 363 of this issue. 


BOOKS RECEIVED FOR REVIEW 


See page 


Passive Vascular Exercises and the Conservative 
Management of Obliterative Arterial Diseases of the 
Extremities. Louis G. Herrmann. 288 pp. Philadel- 
phia and London: J. B. Lippincott Company. 

Diseases of the Respiratory Tract. Eighth Annual 
Graduate Fortnight of the New York Academy of 


Medicine. J. Burns Amberson, Jr., George Blumer, 
et al. 418 pp. Philadelphia and London: W. P. 
Saunders Company. 

The International Medical Annual. 
of Treatment and Practitioner’s Index. Edited by 
H. Letheby Tidy and A. Rendle Short. 555 pp. Bal- 
timore: William Wood & Company. $6.00. 

Collected Writings. Alfred F. Hess. Volumes | 
and II. 719 pp. and 734 pp. Springfield and Balti- 
more: Charles C Thomas. $15.00. 

The Extra-Ocular Muscles. A Clinical Study of 
Normal and Abnormal Ocular Motility. Luther C. 
Peter. 351 pp. Second Edition. Philadelphia: Lea 
& Febiger. $4.50. 

Sex and the Love Impulse. An Outspoken Guide 
to Happy Marriage. J. H. Burns. 61 pp. New York: 
Emerson Books, Inc. 50c. 

lilustrious Contributors to Public Health. Charles 
Frederick Bolduan. 33 pp. Privately printed. 1936. 

Food, Fitness and Figure. Jacob Buckstein. 252 
pp. New York: Emerson Books, Inc. $2.00. 

Principles and Practice of Recreational Therapy 
for the Mentally Ill. John Eisele Davis. In collabora- 
tion with William Rush Dunton, Jr. 206 pp. New 
York: A. S. Barnes & Company. $3.00. 

The Patient and the Weather. Volume I. 
William F. Petersen and Margaret E. Milliken. 
pp. Ann Arbor: Edwards Brothers, Inc. $9.00. 

Security Against Sickness: A Study of Health In- 
surance. I. S. Falk. 423 pp. New York: Double- 
day, Doran & Company, Inc. $4.00. 

International Clinics. Edited by Louis Hamman. 
Volume Il. Forty-Sixth Series, 1936. 327 pp. Phil- 
adelphia, Montreal, London: J. B. Lippincott Com- 
pany. 

Syphilis and Its Treatment. William A. Hinton. 
321 pp. New York: The Macmillan Company. $3.50. 

Collected Papers of the Mayo Clinic and The 
Mayo Foundation. Volume 27. Edited by Richard 
M. Hewitt, Lloyd G. Potter, and A. B. Nevling. 1353 
pp. Philadelphia and London: W. B. Saunders Com- 
pany. $12.00. 

The Study of Anatomy. Written for the Medical 
Student. S. E. Whitnall. Third Edition. 113 pp. 
Baltimore: William Wood & Company. $1.75. 

Diseases of the Nose, Throat and Ear. For Prac- 
titioners and Students. Edited by A. Logan Turner 
and others. Fourth Edition, Revised and Enlarged. 
473 pp. Baltimore: William Wood & Company. 
$6.00. 

A Textbook of Histology. Joseph Krafka, Jr. 246 
pp. Baltimore: The Williams & Wilkins Company. 
$2.50. 

Urology in Women. A Handbook of Urinary Dis- 
eases in the Female Sex. E. Catherine Lewis. Sec- 
ond Edition. 100 pp. Baltimore: William Wood & 
Company. $2.25. 

On Percussion of the Chest. 
of Auenbrugger’s Original Treatise. John Forbes. 
31 pp. Baltimore: The Johns Hopkins Press. 75c. 

Synopsis of Diseases of the Heart and Arteries. 
George R. Herrmann. 344 pp. St. Louis: The C, V. 
Mosby Company. $4.00. 
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Exophthalmic Goiter and Its Medical Treatment. 
Israel Bram. 456 pp. Second Edition, Completely 
Revised and Enlarged. St. Louis: The C. V. Mosby 
Company. $6.00. 

Proceedings of the Twenty-Fifth, ‘Twenty-Sixth, 
Twenty-Seventh and Twenty-Eighth Conferences of 
the American Association of Medical Milk Commis- 
sions, Inc. 363 pp. 

League of Nations. 
Health Organization. 
209 pp. 65c. 

Medical Science Exhibits. A Century of Progress. 
Eben J. Carey. 204 pp. $2.00. 


Quarterly Bulletin of the 
Volume V, No. 1, March 1936. 


BOOK REVIEWS 


An Index of Differential Diagnosis of Main Symp- 
toms by Various Writers. Edited by Herbert 
French. Fifth Edition. 1145 pp. Baltimore: Wil- 
liam Wood & Company. $16.00. 


French’s Differential Diagnosis . . .; almost it 
needs no review! What a name and what a book 
to ponder on! It is surely a medical classic and if 
less expensive would rest on every student’s and 
practitioner’s bookshelf together with Osler’s vol- 
ume. Since its first printing in 1912, how many gen- 
erations of medical students have industriously 
conned its tables of symptoms and differential signs; 
how many patients have benefited by the knowledge 
the practitioner has gleaned from its well-written 
pages. 

It is an encyclopedic work, not the least feature 
of which is the readiness with which any symptom, 
however obscure, can be referred to in the truly 
remarkable index of 218 pages. The symptoms are, 
moreover, alphabetically arranged in the body of the 
work and well and fully described in systematic 
form. Discussion of differential diagnosis proceeds 
logically out of the presenting symptoms as they 
appear to the examining physician as he tries to 
solve the riddle of the patient at hand. Despite its 
profound erudition, the practicality and readability 
of the work is amazing and in keeping with the best 
traditions of the British school of writing. Paren- 
thetically, it might be said that we in this country 
have yet to develop the smooth and lucid style of 
our English cousins. Are we becoming too scientific 
for a good literary style? 

French's Differential Diagnosis is more than a 
mere diagnosis or classification of symptoms. In its 
pages may be found the equivalent of a volume on 
clinical pathology, another on dermatology, with 
good measures thrown in of neurology, surgery, 
gynecology, and ophthalmology. Most of the lab- 
oratory tests are fully described and well illustrated. 
The exception which of course proves the rule is con- 
cerned with the blood cells. The sections relating to 
anemia, leukopenia, and so forth, may well be said 
to be archaic and might have been written twenty 
years or so ago. Aplastic anemia, for example, is 
considered under pernicious anemia. There is still 
a good deal said of that outmoded disease chlorosis 


and no mention of chronic hypochromic (iron deficien- 
cy) anemia. The term “large hyaline corpuscle’” has 
not yet been superseded by the universally used word 
“monocyte,” nor is there any mention of the hemato- 
crit, mean corpuscular volume, Price-Jones curve, 
average red cell diameter, Schilling hemogram, the 
blood platelet count, and so forth, despite the impor- 
tance of these diagnostic points in the diagnosis of a 
hematological problem. Nor is there any mention 
of the sedimentation rate which is now so widely 
used, both in diagnosis and prognosis. Many methods 


are described for the minute study of the urine but 


not a single one is given for the determination of the 
amount of hemoglobin in the blood. The little sec- 
tion on agranulocytosis might be criticized since 
one reads that “The outlook is grave and the blood 
counts not really important ...; hence the name of 
this infective and fatal form of sore throat.” 

The editor states in his preface that “many tests 
have been omitted purposely, on the ground that, 
as laboratory methods, their bed-rock reliability has 
not yet been established ...” In another place, he 
says “. .. technique has become almost too perfect; 
for when clinical methods become too delicate they 
begin to lose some of their clinical value.” This is 
undoubtedly true, but the editor will agree that in 
a thorough revision, one expects to find methods 
now commonly in use in most medical centres. It 
might have been worth while to place on the edi- 
torial staff someone with a good knowledge of 
things hematological. 

The foregoing might conceivably be classed as 
captious criticism, and should detract in no whit 
from the great bulk of the work which one supposes 
is as near perfection as can be obtained in such a 
wide and difficult field. The illustrations require 
special mention. They have not been stinted, either 
in number or in quality. The almost 200 colored 
lithographs are beautifully done and approach in 
quality the best of the German or Italian lithographs. 
The new reproductions of water color paintings by 
the artist Thornton Shiells havea delicacy of color 
which makes them exceedingly lifelike. Indeed, it 
is the quality and number of the illustrations which 
chiefly distinguish this edition from its predecessor. 

The physician who possesses this remarkable 
work must undoubtedly learn to prize it as his most 
valuable medical servant. To the reviewer, it has 
been a real pleasure to scan again its many pages 
and to imbibe deeply of the wisdom in the many 
tables and illustrations. 


Urethrography. Folke Knutsson. 
holm: P. A. Norstedt & Sdéner. 
net. 


150 pp. Stock- 
Swed. cr. 12:— 


This short monograph on “Urethrography” is well 
presented and is based on urethrograms done on 154 
patients in Maria Hospital in Stockholm. 

This procedure was carried out on thirty-three pa- 
tients with normal urethras, eighty-five with inflam- 
matory changes in the urethra and prostate (except 
tuberculosis), nineteen on cases with prostatic hy- 
pertrophy, twelve on postprostatectomy patients and 
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the remainder on patients with traumatic stricture, 
tuberculosis of urethra, cancer of the prostate and 
atrophy of the prostate. 

The author has a special 20 cc. urethral syringe 
attached to a penile clamp. Twenty per cent Iodi- 
pin (iodine in oil) is used as the opaque fluid. Films 
are taken in various positions pre- and post-injec- 
tion; two anterior-posterior views, one before and 
one after injection, a left and right oblique view, 
and a lateral view. The author states that in nor- 
mal cases, there is never any contrast filling of the 
glands of Littre, the prostatic ducts or the seminal 
vesicles. In four cases urethrovenous reflux oc- 
curred, i.e., the contrast medium passed into the 
blood vessels of the penis. This, Knutsson states, 
is the only dangerous complication which may oc- 
cur in urethrography. 

The only question that can be raised about this 
well-done bit of clinical research is whether the pro- 
cedure is of great aid in the diagnosis of urethral 
diseases. There are many urologists in this country 
who feel that urethrography is very helpful only in 
an extremely limited number of cases. 


Examination of the Patient and Symptomatic Diag- 
nosis. John Watts Murray. Second Edition. 1219 
pp. St. Louis: The C. V. Mosby Company. $10.00. 


The constant emphasis by teachers of medicine 
upon the value of a careful history as an approach 
to diagnosis is presented in this book in a didactic 
fashion. The bulk of this large volume is devoted 
to the connotation of symptoms, first as symptoms 
per se, and later, as they are encountered in specific 
diseases. 


Unfortunately, the book is marred by a number 
of errors of omission and commission and many dog- 
matic assertions which are debatable. Space does 
not permit more than mention of some of these. 
Among the omissions is the failure to mention leu- 
kemia and agranulocytosis as causes of gangrene of 
the mouth. Under “Nails” no mention is made of 
changes caused by hypochromic anemia. Hiccup is 
omitted as a symptom of diaphragmatic pleurisy. 
There is no reference to or description of monocytes 
in the cytology of the blood. The same applies to 
infectious mononucleosis and aleukemic leukemia. 
The author accepts the American Heart Associa- 
tion classification of heart disease but ignores the 
important group of hypertensive heart disease. 

The following statements seem queer in a mod- 
ern textbook: “Cardiac arrhythmia may be due to 

. dyspepsia. Permanent bradycardia is usually 
associated with coronary sclerosis and myocarditis. 
Irregularities in sexual life may give rise to heart 
disease. Sometimes occupations which necessitate 
out-of-door life and exercise may contribute toward 
the development of pulmonary tuberculosis, but 
usually people who live out-of-doors are less likely 
to develop tuberculosis than are those who do not 
get the proper amount of exercise in the open air 
and sunshine, Intercostal neuralgia is at times a 
precursor of pleurisy and pulmonary disease, but 


the examiner may find that the supposed intercostal 
neuralgia is really a more serious disease. Purpura 
hemorrhagica is both hereditary and congenital.” 

A further drawback is the attempt, in the latter 
part of the book, to make this a textbook of medi- 
cine. .The net result is a woefully inadequate dis- 
cussion of etiological, pathological and prognostic 
aspects of disease, the total absence of physiologi- 
cal background and an occasional allusion to ther- 
apy. 

Its chief value appears to be that the student or 
practitioner reading it cannot escape the powerful 
argument that meticulous care in eliciting a history 
is the sine qua non of medical practice. It also 
presents in concrete form interesting and important 
facts which should prove of distinct value to any- 
one desirous of returning to first principles. From 
this point of view, it may be regarded as dealing 
with the groundwork of bedside practice. Beyond 
that, its deficiencies exceed its value. 


The Art of Ministering to the Sick. Richard C. 
Cabot and Russell L. Dicks. 384 pp. New York: 
The Macmillan Company. $3.00. 


Although, this book by Cabot and Dicks is ad- 
dressed primarily to ministers, and deals chiefly 
with the duties and opportunities of the minister 
in helping those who are sick, it should be read by 
every doctor as well. So clearly and so forcefully 
do the authors present the psychology of the hospi- 
tal patient that the reader is made ‘cognizant of 
many aspects of illness of which hitherto he has 
been unaware. 

The book approaches its problem from several 
points of view. Throughout its pages there is a 
philosophy based upon a nonsectarian but active re- 
ligious faith; this constant stream of the conscious- 
ness of man’s position in the universe plays about 
and illuminates all the practical suggestions arising 
from the authors’ experiences with sick people. 

The technique by which a minister may render 
help is given in detail; these suggestions are ex- 
tremely valuable. Constant emphasis is laid upon 
the cultivation of the habit of listening and of the 
use of quietness to calm the patient’s mind. The 
value for the minister of keeping records of cases 
is stressed, it would seem rightly. The reviewer 
was particularly impressed with the clarity and 
logic of the chapters which deal with Operations, 
the Dying and the Bereaved. There is no false sen- 
timentality here; every word rings true. 

In their preface, the authors request reviewers 
to criticize nine ideas which they have woven into 
their thesis. To one reviewer at least these ideas 
appear thoroughly sound. 

There is so much in this book that no brief re- 
view can summarize its contents. It is at one and 
the same time an exposition of the philosophy of 
life, a handbook for all who come into contact with 
sick people, and a guide to help the patient himself 
to understand the behavior, often apparently inex- 
plicable, of those who are responsible for his wel- 
fare. You will be a better physician if you read it. 
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Physiology of Love. Paolo Mantegazza. 237 pp. 
New York: Eugenics Publishing Company. 


‘Mantegazza’s “Physiology of Love,” written im- 
mediately after the publication of Darwin’s ‘Descent 
of Man and Selection in Relation to Sex,” was un- 
questionably inspired by these books. There is 
plenty of original thought, however, hidden be- 
neath the flowery language in which Mantegazza 
writes. In his introduction the author says, “My 
style assumed a warmth and color unnecessary to 
my purpose: to stimulate people to reflection.” 

Without doubt this purpose was achieved when 
the book first appeared in 1872, but it is question- 
able whether the modern reader will find it partic- 
ularly stimulating. The love depicted by Mante- 
gazza is of such high emotional content that it ap- 
pears unfamiliar to people accustomed to the calm- 
er, more philosophical, love of the present day. Pos- 
sibly this unfamiliarity may be due in part to racial 
differences. 

“Physiology of Love” should by rights be called 
“Psychology of Love,” for it has but little to do with 
physiology. The author traces the development of 
love from its manifestations among plants and ani- 
mals to those in man; he analyzes its satellite emo- 
tions—hate, jealousy, modesty; its connection with 
the senses, with thought, with chastity. 


The two great iniquities of love, according to Man- 
tegazza, are first, impotence, and secondly, prostitu- 
tion. Although the author excoriated both of these, 
he believed that prostitution was a necessary evil. 
“So must we do, until progress will have given all 
men a home and a woman, until the development of 
education will have taught many the holy joys of 
chastity.” 

There is much wisdom in this classic of fifty 
years ago, if one does not weary of the bombastic 
but vigorous style in which it is couched. Many of 
Mantegazza’s suggestions for purifying and ennobling 
the relations of the sexes are equally pertinent to- 
day, but most of the book seems to apply to a type 
of love which is entirely apart from the sober mar- 
ried love that is the only form recognized in this 
day and country. 


Post Mortems and Morbid Anatomy. 
Shennan. Third Edition. 716 pp. 
William Wood & Company. $9.00. 


Theodore 
Baltimore: 


This book presents the technique for performing 
postmortem examinations and includes with it a de- 
scription of the various gross lesions which may be 
encountered in each organ. The manner of arrange- 
ment of the material follows the method used in 
performing autopsies. It begins with a section on 
the external examination, primary incision, and the 
examination of the body cavities. Then sections are 
devoted to the various systems, each beginning 
with the technique of dissection, followed by a de- 
scription of the gross lesions which may be encoun- 


is brief but concise. Its value is somewhat im- 
paired by the separation of the sections devoted to 
each organ. There are a few diagrams indicating 
lines of incision but considerably less than might 
be useful to the beginner in autopsy technique. Dis- 
cussion of the various disease processes is presented 
briefly from the standpoint of pure pathological 
anatomy. There are numerous photographs of 
gross lesions. Most of these are good and well se- 
lected, though a few represent very questionable 
examples of the lesions. For instance, fig. 32, re- 
placement fibrosis of the myocardium, appears in 
the picture to be a healed infarction, and fig. 196, 
intradural round cell sarcoma, is probably a spinal 
cord covered by metastases from a medulloblas- 
toma. A valuable addition is a chapter devoted to 
various types of poisoning and the anatomical le- 
sions caused by each. There is a discussion of the 
medicolegal autopsy and the preparation of ma- 
terial for presentation at court. The book is intend- 
ed as a guide for work in the autopsy room. Ref- 
erences to important and comprehensive articles 
concerning the conditions dealt with throughout the 
book would greatly enhance its value. If there were 
discussions of etiology and pathogenesis included, 
the value of the book would be greatly enhanced for 
students in pathology. As it is, the book is worth 
while recommending for collateral reading in a 
course in pathology for students who can afford the 
purchase of an extra book or two. It does not, and 
is not intended to, replace textbooks with more com- 
plete discussions, especially in the relation of struc- 
tural changes to altered function. For beginners in 
postmortem work and for physicians who have had 
a limited experience but who are occasionally called 
upon to make postmortem examinations, this book 
is probably the best of any in English. On the 
whole, considering its size (700 pages) it is a note- 
worthy achievement. 


A. B. C. of the Endocrines. Jennie Gregory. 126 
pp. Baltimore: The Williams & Wilkins Com- 
pany. $3.00. 


This very ingenious and quite amusing book con- 
sists of an attempt to depict the action and inter- 
relation of the various endocrine glands by means 
of schematic diagrams. It is in the style, so popu- 
lar now, of the pamphlets produced by various drug 
houses to advertise their endocrine products. The 
book was written to be a useful addition to the 
library of the medical student and general prac- 
titioner, of workers in physiology and biology gen- 
erally and of the intelligent general reader. In the 
opinion of your reviewer it is on the shelves of the 
last group only that the book deserves a place. The 
individual actually taking care of patients and giv- 
ing opinions concerning endocrine matters must not 
depend on kindergarten charts for his knowledge. 
The author is to be congratulated on her ability in 
carrying through her project. The feasibility of her 


tered. The discussion of the postmortem technique 


project, however, remains a question. 
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PARTMENT 


Food, Fitness and Figure. 
pp. New York: Emerson Books, Inc. $2.00. 


After reflecting on the title, one peruses this book 
with the expectation of finding it like many others 
but is agreeably surprised to discover that it is 
not; and instead is absorbingly interesting. This 
is because the subject matter is often illustrated |t 
by the relation of historical incidents and scientific | t 
anecdotes. One of these refers to Eijkmann’s dis- 


Jacob Buckstein. 252] Transactions of the American Association of Genito- 


Urinary Surgeons. Volume XXVIII. 428 pp. 
Saint Paul and Minneapolis: The Bruce Publish- 
ing Company. 


These transactions are composed of thirty-one 


original papers, and discussions on them, given by 


he members of this senior society (about sixty ac- 
ive members) of the genito-urinary surgeons of the 


United States of America and Canada at their an- 


covery of the cause of beriberi. The doctor, sta-| nual meeting in 1935. 


tioned in a prison camp in Java, hired a native boy 
to feed his pigeons, and from time to time gave him 
money to buy rice for this purpose. The boy, how-|1 
ever, got the steward of the camp to give him the 
rice, and put the money in his pocket. This rice 
was polished, and the birds, like the inmates of the 
camp, soon developed beriberi. When the disease 
among the birds was at its height, the steward went 
away on leave; and the boy was obliged to buy|]i 
rice in the market. This happened to be unmilled 
and when it was fed most of the birds recovered. 
While such anecdotes make the text entertaining, 
there is besides real substance in the subject mat- 
ter; as such chapters as “The Human Machine,” 
“Food and Physical Development,” “How the Vita- 
mines Guard Our Health,” “The Story of Milk, 
Cheese, and Butter,” “The Normal Diet,” “Fad and 


Fancy about Food,” “Vegetarianism,” “Fasting,” and|of genito-urinary surgery 
country it is admitted to have attained its highest 


degree of specialization and development. 


“The Problem of Weight Control” indicate. In the 
appendix, the meals to consume to lose, to main- 
tain, or to gain in weight are recorded for a fort- 
night; as well as the customary charts and tables 
of food values, and the standard weights of men 
and women. While the book was written primarily 
for the laity, nurses, medical students and physi- 
cians should find it entertaining and instructive, and 
it should enhance the library of every dietitian. 


Roentgenographic Technique. A Manual for Physi- 
cians, Students and Technicians. Darmon Artelle 
Rhinehart. Second Edition, Thoroughly Revised. 
431 pp. Philadelphia: Lea & Febiger. $5.50. 


This, the second completely revised edition, rep- 
resents a modern conception of roentgenographic 
technique and roentgen ray machines. .The.author 
presents experiments and complete explanations of 
physical factors so that the technician or physician 
may readily understand why certain procedures for 
the production of the best roentgenograms are advis- 
able, and be able to carry them out. Since the tech- 
nical problems are intimately related to disease con- 
ditions, some of the more important of these are 
accurately, but briefly. discussed. The methods of 
preparing patients for the various examinations and 
the step-by-step procedures for doing them will be 
found especially valuable aids to those who are not 
already thoroughly experienced. 

This volume of 431 pages, and 183 illustrations, 
fills the gap between the textbooks on roentgen- 
ography and some of the more readily usable, but 
inadequate small volumes on_ roentgenographic 
technique. 


The papers run the gamut of genito-urinary sur- 


gery, from reports of rare or interesting cases, the 


ike of which might ‘never be encountered in a life- 


time of practice, to papers which are thoughtful 
steps in the investigation, analysis and elucidation 
of general principles of fundamental importance. A 
good example and the paper which made the great- 
est appeal to the reviewer was one which showed 


n a convincing manner the destructive late effects 


of severe injuries to the kidney, and emphasized 
the advisability of subsequently studying all cases 
of suspected kidney injury and, if a persisting ab- 
normality was found, considering operation strong- 
ly, in order to avoid the late effects which were 
shown to be destructive to the kidney. 


Taken as a whole these transactions represent the 


best thoughts of the year of this group of leaders 


in America, in which 


The Surgical Clinics of North America. Volume 16, 


Number I. Chicago Number, February, 1936. 
356 pp. Philadelphia and London: W. B. Saun- 
ders Company. 


The leading feature of this issue is a symposium 


of seven clinics dealing with the various aspects of 


cancer of the cervix. Generally approved methods 
of diagnosis and treatment are presented. A dis- 
cussion of manipulative surgery with special refer- 
ence to low back pain and symptomatic sciatica is 
ably presented by Lewin. He has obtained ex- 
cellent results in various low back difficulties by 
manipulation under general anesthesia. The twenty 
other clinics give concise, practical information on 
conditions of c@mmon occurrence in surgical prac- 
tice. 


The International Medical Annual. A year book 
of treatment and practitioner’s index. Edited by 
H. Letheby Tidy and A. Rendle Short. 555 pp. 
Baltimore: William Wood & Company. $6.00. 


This volume of 555 pages represents the work 
of thirty-six leading British physicians who have 
gleaned the essentials from the medical litera- 
ture of the year. The material is arranged in ency- 
clopedic form and a general index follows so that 
it is readily available for quick reference. The 
generous use of illustrations adds greatly to its 
value. 


